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A.  PREFACE 

The  Erroneous  Payments  Conference,  one  of  a  series  of  National 
Conferences,  sponsored  by  the  Institute  for  Medicaid  Management,  repre- 
sents an  opportunity  for  State  Medicaid  personnel  to  meet  and  exchange 
information  concerning  their  program1 s  administration.    The  premise 
of  this  concept  of  State  interaction  is  based  on  the  recognition 
that  experienced  and  skilled  personnel  exist  in  State  programs  and 
that  these  individuals  have  much  to  share  with  their  colleagues  in 
other  States. 

The  Conferences  are  designed  to  provide  for  the  exchange  of 
ideas  and  experiences  at  the  State  implementational  level  by  State 
personnel.    The  goal  of  the  Erroneous  Payments  Conference  was  to 
relate  a  variety  of  State  approaches  toward  improving  controls  for 
preventing  erroneous  payments.     State  personnel,  fiscal  intermediaries 
and  experienced  consultants  were  invited  to  present  their  approaches 
and  experiences  in  dealing  with  this  problem  to  an  audience  consisting 
of  State  Medicaid  personnel  whose  area  of  responsibility  include 
controlling  erroneous  payments.    Workshops  were  designed  to  follow-up, 
in  more  detail,  the  concepts  and  approaches  outlined  during  the  panel 
presentations  in  a  frame-work  allowing  for  maximum  input  by  the 
Workshop  participants. 

The  purpose  of  this  report  is  to  provide  a  summary  of  the 
Conference.    To  this  end,  we  have  included  a  detailed  agenda,  brief 
narrative  summaries  of  each  session,  and  documentation  provided  by 
the  participants. 
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Executive  Summary 
Evaluation  of  Erroneous  Medicaid  Expenditures 

Presentation  by  Michael  Crane 
This  report  describes  the  results  of  a  contract  with  Control 
Analysis  Corporation  to  study  erroneous  Medicaid  expenditures  and 
methods  of  controlling  such  errors.     The  project  was  carried  out 
over  the  period  August  1975  through  July  1976  and  had  as  its  major 
objectives : 

1.  Development  of  a  program  review  guide  which  can  be 
used  to  assess  the  adequacy  of  a  State's  controls  on 
erroneous  expenditures; 

2.  Testing  and  implementation  of  the  program  review 
guide  in  eight  States;  and 

3.  Development  of  a  guide  for  methods  of  controlling 
erroneous  payments,  incorporating  the  various 
strengths  and  weaknesses  observed  in  the  eight  States. 

For  the  purposes  of  this  project,  an  erroneous  payment  has 
been  defined  as  any  payment  made  contrary  to  clear-cut  regulations 
or  policy,  Federal  or  State.  As  such,  this  definition  excludes 
payments  for  services  which  may  be  considered  overutilization  defined 
in  terms  of  medical  judgement,  even  though  such  payments  may  be 
contrary  to  policy  in  a  general  sense.  (However,  where  certain 
utilization  controls,  such  as  prior  authorization,  have  been 


established  in  the  regulations,  payments  contrary  to  those  controls 
are  indeed  defined  as  erroneous  payments).     For  convenience, 
erroneous  payments  are  organized  into  the  following  major  categories: 
ineligible  recipient;   ineligible  provider;  duplicate  payment  (exact 
and  near);  above  allowed  "reasonable"  charges;  other  sources  of 
payment  available  (other  insurance,  Medicare,  accident  liability, 
patient  spenddown,  and  co-payment);  incorrect  and/or  incomplete 
claim;  and  other  payments  not  allowed  by  regulation  or  policy 
(e.g.,  cosmetic  surgery,   incidental  surgical  procedures,  post- 
operative visits  billed  by  a  surgeon,  etc.). 

Considering  the  above  definition  of  erroneous  payments,  it  is 
clear  that  any  comprehensive  list  of  possible  erroneous  payments 
must  be  developed  individually  for  each  State.     Similarly,  the 
appropriateness  of  various  controls  for  preventing  erroneous  pay- 
ments will  vary  from  State  to  State,  as  the  cost-effectiveness  of 
such  controls  must  be  determined  on  an  individual  State  basis.  In 
the  development  of  the  program  review  guide,  and  in  the  development 
of  the  control  guide,  these  principles  have  been  closely  adhered  to, 
as  the  goal  has  been  to  develop  tools  which  are  flexible  and  which 
can  be  custom-tailored  to  the  needs  of  any  individual  State. 

The  reader  wishing  to  examine  more  closely  the  findings  and 
outputs  of  this  study  is  referred  to  the  following  contract 
deliverables : 

1.     "Program  Review  Guide  for  the  Assessment  of  State 

Controls  on  Erroneous  Medicaid  Expenditures",  July  1976 
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2.  "A  Guide  for  the  Control  of  Erroneous  Medicaid 
Expenditures",  July  1976 

3.  "Final  Report:     An  Evaluation  of  Erroneous  Medicaid 
Expenditures",  July  1976. 

The  "Program  Review  Guide"  is  designed  to  provide  an  in-depth 
assessment  of  a  State's  controls  on  erroneous  payments.    The  method- 
ology requires  two  analysts  for  four  weeks  (two  weeks  on-site  plus 
advance  work  and  report  preparation)  for  a  complete  assessment. 
This  level  of  effort  is  estimated  for  a  moderate-sized  State  with  a 
single  fiscal  agent  or  claims  processing  location;  the  effort 
should  be  increased  accordingly  if  there  is  more  than  one  processing 
location;  or  if  the  State  is  very  large. 

A  single  State  assessment  consists  of  three  parts.     In  the 
first  phase  of  the  review,  a  qualitative  investigation  is  made  of 
the  State's  processing  system  and  existing  control  procedures  for 
erroneous  payments.     The  central  task  in  this  phase  is  to  catalogue 
all  possible  erroneous  payment  situations  as  determined  by  Federal 
and  State  regulations  and  to  ascertain  the  method  of  control  for 
each  of  these  situations.     In  this  way,  gaps  in  the  existing 
system  can  be  noted  and  exemplary  practices  observed.  More 
specifically,  by  reviewing  the  State  Plan  and  the  instructions  to 
providers  as  well  as  making  use  of  information  on  erroneous  pay- 
ments in  other  States,   identification  is  made  in  each  of  about  200 
to  400  potential  erroneous  claim  situations.     These  situations  may 
be  considered  as  a  "test  matrix"  which  can  be  used  to  determine  the 
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adequacy  of  State  controls.     That  is,  one  can  ask,  "what  would 
occur  if  such  a  claim  were  submitted?" 

The  second  phase  of  the  State  assessment  consists  of  tabulat- 
ing performance  statistics,  such  as  the  number  of  claims  returned, 
reduced,  for  the  various  types  of  erroneous  payments  which  the 
State  controls.     Such  an  analysis  serves  to  highlight  those  areas 
where  controls  have  the  greatest  impact.     The  statistics  are 
obtained  through  samples  of  claims  returned,  reduced,  or  denied,  etc. 

While  the  purpose  of  the  second  phase  of  analysis  is  to 
measure  the  extent  to  which  erroneous  payments  are  prevented  as  a 
result  of  existing  State  controls,  the  purpose  of  the  third  and 
final  phase  of  analysis  is  to  address  the  complementary  issue  of 
erroneous  payments  not  prevented  due  to  lack  of  controls  or  improper 
operation  of  controls.     This  is  accomplished  through  a  limited 
sampling  of  paid  claims  and  of  claim  refunds,  for  the  purposes  of 
observing  the  prevalence  of  erroneous  payments  which  are  not 
detected  by  the  State's  control  system. 

In  summary,  the  three-phased  review  approach  of:     1)  evaluating 
claim  controls  with  a  checklist  of  erroneous  payments;  2)  gathering 
statistics  on  control  performance;  and  3)  sampling  claims  and 
refunds,  combine  to  give  the  review  team  a  comprehensive  and  reliable 
picture  of  the  status  of  the  State's  control  of  erroneous  payments. 
Additionally,  this  goal  is  accomplished  over  the  relatively  short 
period  of  a  two-week  State  visit.     The  review  methodology  is  thus  a 
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valuable  tool  for  aiding  States  to  determine  areas  of  strengths 
and  weaknesses. 

The  review  methodology  described  above  was  applied  in  eight 
States,  as  follows:     Virginia,  Nebraska,  Connecticut,  North  Dakota, 
Kansas,  Oregon,  Oklahoma,  and  Georgia.     A  general  conclusion  which 
can  be  drawn  from  these  eight  assessments  is  that  most  of  the 
States  have  sufficient  claims  processing  or  other  controls  for  the 
most  basic  areas  of  erroneous  payments,  such  as  exact  duplicates, 
incomplete  claims,  reasonable  charge,  etc.     Furthermore,  a  number 
of  noteworthy  control  practices  were  typically  observed  in  each 
State.     On  the  other  hand,  at  least  one  significant  area  of  control 
weakness  was  noted  in  every  State,  and  numberous  minor  weaknesses 
were  noted  in  every  State.     Some  of  the  more  common  control  problems 
include:     lack  of  quality  assurance  procedures  (including  techniques 
such  as  paid  claims  sampling)  to  monitor  the  level  of  erroneous 
payments  made;   lack  of  systematic  evaluation  and  planning  activities 
to  determine,  on  a  continuing  basis,  the  cost-effectiveness  of 
improved  controls  in  specific  areas  of  erroneous  payments;  weaknesses 
in  the  detection  of  "near"  duplicative  claims  and  similar  weakness  in 
the  detection  of  other  erroneous  claims  involving  recipient  history; 
a  general  misunderstanding  of  the  relationship  between  claims  process- 
ing controls  and  the  annual  settlement  for  cost  providers;  and 
generally  poor  controls  in  the  area  of  health  insurance  collections. 
A  few  of  the  more  noteworthy  practices  observed  include:  exemplary 
quality  assurance  and  system  evaluation  activity  in  the  State  of 
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Kansas;  a  comprehensive  system  for  controlling  health  insurance 
in  the  State  of  Oregon;  the  use  of  flexible  "table-driven"  computer 
edits  for  "history-related"  situations  in  the  State  of  Virginia; 
and  thorough  controls  on  third  party  accident  liability  in  the 
State  of  Nebraska. 

The  third  major  output  of  the  study  is  the  guide  for  control- 
ling erroneous  expenditures,  which  consists  basically  of  three 
components.     First,  the  list  of  erroneous  payment  situations  from 
the  "Program  Review  Guide"  is  provided  to  assist  a  State  in  assess- 
ing the  completeness  of  its  claims  processing  controls.     Second,  a 
summary  is  presented  of  the  control  weakness  observed  during  the 
course  of  the  eight  State  assessments;   such  a  summary  should  be 
useful  to  a  State  in  determining  whether  it  may  have  similar 
problems.     Finally,  a  variety  of  control  procedures  are  presented 
which  a  State  may  adopt  for  specific  areas  of  erroneous  payments, 
many  of  these  procedures  having  been  observed  during  the  State 
assessments . 

Note,   it  is  not  intended  that  the  control  guide  define  a  compre- 
hensive system  specification  to  be  adopted  in  its  entirety  in  every 
State.     It  is,  rather,  a  collection  of  control  ideas,  some  or  all  of 
which  may  be  of  use  to  any  given  State.     A  guide  should  be. helpful 
to  any  State  attempting  to  develop  specifications  for  a  new  Medicaid 
Management  Information  System  (MMIS).     Alternatively,   it  can  be  of 
use  in  aiding  States  to  improve  specific  areas  of  their  existing 


controls  where  there  are  weaknesses.     The  various  control  concepts 
in  the  guide  have,  therefore,  been  presented  as  independently  of 
each  other  as  possible,  and  both  manual  and  computer  methods  have 
been  included,  so  that  the  suggestions  will  be  of  use  to  a  wide 
variety  of  States. 

It  should  be  noted  that  once  control  weaknesses  have  been 
identified  using  the  guide  and  possible  system  improvements  noted, 
a  State  must  make  its  own  determination  whether  it  is  cost-effective 
to  implement  specific  improvements.     For  this  purpose,  if  the  State 
currently  engages  in  quality  'assurance  and  system  evaluation  and 
planning  activities,  this  task  will  complement  those  activities. 

In  summary,  the  guide  is  in  fact  no  more  than  a  guide.     It  can 
help  identify  areas  where  controls  on  erroneous  payments  are  lacking 
or  weak.     It  can  also  help  identify  possible  improved  methods  of 
control.     However,  it  cannot  substitute  for  the  State's  analysis  of 
its  own  situation  as  a  means  of  making  informed  decisions  on  what 
system  "changes  are  appropriate. 

The  final  recommendations  resulting  from  this  project  are  as 
follows : 

1.     Identification  of  Control  Weaknesses.     It  is  recommended 
that  the  Department  of  Health,  Education,  and  Welfare  continue  to 
provide  evaluative  assistance,   through  use  of  the  "Program  Review 
Guide",  to  aid  States  in  identifying  areas  where  erroneous  payment 
controls  are  weak.     Such  assistance  will  aid  and  encourage  States 
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to  make  best  use  of  the  "Guide  for  the  Control  of  Erroneous 
Medicaid  Expenditures". 

2.  Evaluation  and  Planning  for  System  Improvements.     It  is 
recommended  that  the  Department  of  Health,  Education,  and  Welfare 
encourage  States  to  develop  analytical  capabilities  for  studying 
the  cost-effectiveness  of  improved  controls  in  weak  areas  which 
are  identified.     With  such  a  capability,  the  appropriate  solutions 
may  be  identified  for  those  areas  of  erroneous  payments  where 
controls  are  lacking  or  incomplete;  also,  as  control  gaps  are 
identified  in  the  future,  the  quantitative  results  of  a  careful 
cost-effectiveness  calculation  would  constitute  firm  grounds  for  a 
decision  to  control  or  ignore  a  particular  area  of  erroneous 
payments.     Federal  encouragement  of  such  activities  could  be  in 
the  form  of  an  extension  to  the  evaluative  assistance  discussed 

in  recommendation  #1  above. 

3.  Quality  Assurance.     It  is  recommended  that  the 
Department  of  Health,  Education,  and  Welfare  consider  incentives 
which  will  encourage  the  implementation  by  States  of  quality 
assurance  programs  to  monitor  levels  of  erroneous  expenditures. 
Quality  assurance  procedures  are  key  in  detecting  computer  or 
manual  processing  errors,  problems  in  accurate  file  maintenance, 
or  error-prone  processing  procedures,  as  well  as  monitoring 
erroneous  payments  in  areas  which  are  knowingly  not  controlled. 
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Such  quality  assurance  activities  may  include  procedures  such  as 
sampling  of  paid  claims  for  correct  payment,  analysis  of  provider 
refunds,  submittal  of  fictitious  claims,  sampling  of  references 
files,  etc.     Unfortunately,  most  States  are  seriously  lacking  in 
this  critical  area.     Federal  encouragement  could  include  technical 
assistance  to  States  in  implementing  such  programs  and/or  financial 
incentives  similar  to  those  specified  for  Eligibility  Quality 
Control.     With  regard  to  the  latter  course  of  action,  legislation 
could  mandate  the  implementation,  for  example,  of  standard  claim 
sampling  procedures,  with  financial  incentives  geared  to  various 
error  rates  as  measured  in  the  samples.     The  development  of  such 
standard  quality  assurance  procedures  (as  was  accomplished,  for 
example,  by  the  Bureau  of  Health  Insurance  for  Title  XVIII)  would, 
however,  involve  some  difficulties  due  to  the    necessarily  non- 
standard definitions  of  erroneous  payments  in  different  States  as 
well  as  the  problem  of  insuring  consistent  interpretation  of  errors 
in  different  States. 

4.        Short  Term  Solutions.     It  is  recommended  that  the 
Department  of  Health,  Education,  and  Welfare  place  greater  emphasis 
on  short  term  or  partial  solutions  for  the  improvement  of  Medicaid 
controls  on  erroneous  payments.     Several  States  indicate  plans  for 
a  new  Medicaid  Management  Information  System  (MMIS) ,  which  will 
improve  controls  on  erroneous  payments,  but  implementation  of  MMIS 


is  often  some  remote  future  date.     There  is  a  critical  need  for 
alternative  solutions  which  can  be  implemented  quickly,  inexpen- 
sively, and  without  total  redesign  of  a  State's  existing  system. 
Such  solutions  would  be  of  great  use  to  States  where  MMIS  will  not 
be  implemented  in  the  very  near  future.     In  this  regard,  "the  "Guide 
for  the  Control  of  Erroneous  Medicaid  Expenditures'  is  a  good  first 
step  for  providing  such  solutions.    Most  of  the  various  control 
ideas  presented  in  the  guide  do  not  require  major  system  changes, 
and  all  may  be  implemented  independently  of  each  other.  To 
encourage  use  of  the  guide  and  implementation  of  system  improvements 
the  Federal  government  could  provide  a  high  level  of  matching  funds 
for  upgrading  system  controls,  regardless  of  whether  such  improve- 
ments fall  short  of  MMIS  requirements. 


10 


CONTROL 

STATUS 

CONTROL 

TOTALLY  GR 

IS 

PARTIALLY 

POTENTIAL  ERRONEOUS  PAYMENT  SITUATION 

.  PRESENT 

ASSENT 

A.2.1       INELIGIBLE  RECIPIENT 

(1)    recipient  not  on  eligibility  file 


(2)    recipient  not  on  file  on  service  date,  retroactive 
elibibility  covers  service  date 


(3)    recipient  on  file,  not  eligible  for  any  part  of 
service  period 


(4)    recipient  on  file,  not  eligible  for  part  of 
service  period 


(5)    recipient  on  file,  date  of  service  is  after 
previous  claim  received  reported  death 

Computer  system  does  not  make  use  of  infor- 
mation from  previous  claim. 


(6)    recipient  has  valid  card,  but  eligibility  has  been 
cancelled 

There  is  a  two  week  lag  between  the  receipt 
of  eligibility  information  from  the  district 
office  and  updating  the  computer.  Un- 
processed eligibility  information  will  be 
reviewed  prior  to  mailing  the  monthly 
eligibility  cards  and  the  cards  for  all  can- 
celled recipients  will  be  har.d  pulled.  A 
sample  of  35  paid  claims  revealed  one 
instance  when  a  provider  was  paid  for 
services  paid  after  the  recipient's  cancella- 
tion date. 


Figure  1(a):    Illustration  of  Erroneous  Payment  Situations 
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CONTROL 

STATUS 

CONTROL 

TOTALLY  CR 

IS 

PARTIALLY 

POTENTIAL  ERRONEOUS  PAYMENT  SITUATION 

PRESENT 

A3SZNT 

A.2.3.1    Exact  Duplicate  Claims 

(1)    same  date,  provider,  recipient,  "service  type, 
charge,  procedure  and/or  diagnosis  as  pre- 
viously paid  claim 

(a)  2nd  claim  received  in  a  different  check- 
writing  cycle. 

(b)  2nd  claim  received  in  same  processing  (or 
check-writing)  cycle 

No  duplicate  comparisons  are  made  between 
Invoices  processed  during  the  same  daily 
run.    For  inpatient  hospital  claims,  a 
check  is  made  for  duplicate  invoice 
numbers  within  any  one  batch. 

(c)  2nd  claim  on  the  same  invoice 

No  duplicate  conparisons  are  made  between 
line  items  on  the  same  claim. 


(2)  same  as  (1),  previous  claim  pended  (awaiting 
manual  determination) 

A  new  claim  is  not  exposed  to  a  duplicate 
check  against  claims  which  are  presently 
suspended  for  manual  review.  Upon 
re-entry   after  adjudication,  claims  will 
be  checked  for  duplication  with  all  paid 
claims  and  claims  waiting  to  be  paid  un- 
less they  are  specifically  coded  to  by- 
pass the  duplicate  edit.  Additionally, 
no  duplicate  comparison  would  be  made 
in  the  rare  instances  when  the  pended 
claim  was  re-entered  and  processed  for 
payment  on  the  same  day  the  duplicate 
claim  was  processed  for  payment. 

(3)  same  as  1,  previous  claim  not  paid 

No  record  of  denied  claims  is  retained. 


Figure  1(b):    Illustration  of  Erroneous  Payment  Situations 
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CONTROL  STATUS 


CONTROL 

IS 
PRESENT 


TOTALLY  OR 
PARTIALLY 
ABSENT 


POTENTIAL  ERRONEOUS  PAYMENT  SITUATION 


((2)  continued. . . ) 


(i)    Claim  process  date  not  sequential  to  end 
service  date. 

(j)    Date,  is     not  a  calendar  date. 


(3)  incorrect  10  number  submitted  or  keyed  and  ID 
number  is  (by  chance)  valid 

Provider  ID 

Recipient  ID 

(4)  .  subtotals  don't  balance  as  submitted  or  keyed 

Host  invoice  forms  have  no  provision  for 
subtotals.    Subtotals,  if  available,  are  not 
captured. 


(5)    incorrect  procedure  submitted  or  keyed  and  procedure 
code  not  on  file 


(6)    procedure  code  incompatible  with: 

(a)  Diagnosis 

(b)  Age 

(c)  Sex 

(d)  Specialty 

(e)  .Provider  type 

(f)  Past  procedure 

(g)  Written  procedure 

Generally,  eye  scan  looks  only  at  the 
written  procedure;  does  not  usually 
match  procedure  code  with  written  pro- 
cedure. 


(h)    Place  of  service 


Figure  1(c):    Illustration  of  Erroneous  Payment  Situations 


13 


CONTROL 

STATUS 

CCflT20L 
IS 

.  PRESENT 

TOTALLY  CP. 
PARTIALLY 
ABSENT 

POTENTIAL  ERRONEOUS  PAYMENT  SITUATION 

i 

X 

(18)  pre-  or  post-operative  visits  by  anesthesiologist 

Any  more  than  one  consultation  in  conjunction 
with  an  anesthesiologist  service  would,  be 
questioned  during  eyescan.    No  control  if 
billed  on  separate  invoices. 

X 

(19)  claim  for  local  infiltration  or  digital  block 
anesthesia  administered  by  operating  surgeon. 

Generally  billed  under  procedure  code  C9990. 
See  (15)  above. 

v 

A 

(20)  claim  for  emergency  room  visit  in  conjunction  with 
surgery 

Could  be  caught  by  eye  scan  only  if  billed 
on  the  same  invoice.    Might  be  detected  by 
post  payment  review. 

X 

(21)  claim  for  surgery  more  than  SO  days  after  services 
rendered 

The  only  billing  time  limitation  for  all  pro- 
viders is  a  computer  edit  for  claims  submitted 
in  excess  of  2  years  from  date  of  service. 

X 

(22)  cosmetic  or  reconstructive  surgery  without  prior 
authorization 

X 

(23)  consultation  in  conjunction  with  diagnostic  X-ray 
(should  be  included  in  the  latter) 

•Not  checked  for  during  eyescan.    Might  be 
detected  by  post  payment  review  team  if 
billed  on  two  separate  invoices,  and  both 
invoices  were  not  processed  in  the  same 
daily  computer  run. 

X 

(24)  second  diagnostic  X-ray  for  same  illness  within 
24  hours  (should  be  reduced  to  5  units) 

jame  as  acove. 

Figure  1(d):    Illustration  of  Erroneous  Payment  Situations 


FIGURE  2  -  ILLUSTRATION  OF  PERFORMANCE  STATISTICS 


sugary  of  claw  swwj.  reduced,  oejhco,  o«.  sclsteo 

(Estimates  for  t  four-wee*  period  ) 


REASON  FOR  RETURH.  REDUCTION,  GENIAL. 
OR  DELETION 

3ISP051TICN 

NLKJER  OF 

CLAIM 
LINE  tTEftS 

NUMBER 

PER 
ICQ  PAID 

COLLARS  RETURN? 0 , 
RECUCEO.  CE.*l IE □ . 
OR  CElETEO 
(thousands) 

OOlLA-iS 
PES  S1QO- 
PA13 

DOLLARS  PE3 
S100  PAID  ?CR 
PROVIDER 
TYPE 

Ineligible  Recipient 

Invalid  nicber or  not  on  file 
Kot  eligible  an  date  of  service 

Oeny 
Deny 

Z9C3 
5534 

0.79 
1.50 

i  54 .3  ,. 
89.3 

0.83.. 
1.37 

Duplicate  Claim 

Exact  or  near  duplicate 

Request  provider  to  verify  if  duplicate 

Oeny 
Return 

1673 
43 

0.46 
0.01 

49.8 

0.76 

Other  sources  of  payment 

Should  be  paid  by  other  Insurance 
Request  provider  to  verify  If  insurance 
Medicare  should  be  billed 
Recipient  has  excess  income 

Oeny  or  Delete 
Return 
fcir.Ptitu 

or  Utum 

Return 

1215 
24 
2SO 
4 

0.33 
0.01 
0.07 
0.00 

71.5 
55.2 

1.10 
0.S5 

Incorrect  ar.d/or  incomplete  clain 

CTai.n  Incomplete  or  additional  information 
needed  to  process^ 

Request  provider  to  verify  apparently 
erroneous  dati^ 

Request  provider  to  describe  ambiguous 
charges 

Return 
Return 
Return 

2540 
596 
52 

0.69 
0.16 
0.01 

.... 

Other  payments  not  allowed 
Not  timely  filed 

Incidental  surgical  procedure  (physicians) 

Multiple  surgical  procedure  (physicians) 

Pre-  or  post-operative  care  included  in 
fee  for  surgery  (pnysicians) 

Service  included  in  total  abortion/ob- 
stetrical care  (physicians)'* 

Other  Incidental  services  (physicians)^ 

Sterilization  requirements  not  net 

Ocnled  by  Medicare  for  utilization  or 
other  reasons 

Exceeds  limitations  on  office  calls,  modal- 
ities, injections  (physicians) 

Exceeds  special  limitations  for  providers 
placed  on  review  (?hysicians)° 

Procedure  Is  inappropriate  (physicians)' 

Lack  information  previously  requested 
from  provider 

Assistant  surgeon  not  allowed  for  pro- 
cedure (physician) 

Other  services  not  covered  In  Kansas^ 

Denied  after  professional  review  (prac- 
titioner) 

Services  not  covered  at  state  level  -bill  coun 

Question  clrcuostances,  condition,  or  neces 
sky'" 

Oeny  or  Celete 
Oeny  or  Cel  ete 

rrocrcwrt 

Der.y 

Ceny  or  Delete 

Deny 
Oeny 
Deny 

Deny 
Deny 

CNin«;e  ta  lei- 

Oeny 

Deny 

Oeny  or  Return 
Oeny 

:y  Delete 
Return 

440 

24 
S3 
134 

2C5 

320 
16 
363 

386 

72 

32 
41 

3 

'  1293 
280 

36 
100 

0.12 
0.01 
0.02 
0.04 

0.06 

0.09 
0.00 
0.10 

0.10 

0.02 

0.01 
0.01 

o.co 

0.3S 
0.03 

0.01 
0.03 

30.9 
5.2 
2.3 
4.5 

3.6 

1.4 
4.0 
3.0 

2.8 

0.9 

1.4 

1.7 

0.3 
13.7 
2.1 

0.47 
0.08 
0.C4 
0.07 

0.06 

0.02 
0.06 
O.OS 

0.04 

0.01 

0.02 
0.C3 

0.00 
0.21 
0.03 

0.33 
0.1S 

0.29 

0.23 
0.09 

0.18 
0.06 
0.09 

0.02 

0.10 

TOTAL: 

18704 

5.03 

i397.9 

6.10 

\ 

The  estimates  In  this  table  are  bJsed  en  saroles  of  returned,  reduced,  and  deleted  claims  In  "arch  1976  and 
samples  of  denied  claims  in  Fcirujry  1976.     The  cstimjtcs  do  not  include  reductions  for  reasonjole  charge 
or  reductions  noted  by  the  provider  for  otner  sources  of  payment.    During  a  fou: -week  period  in  February. 
363. 6i0  line  Items  were  paid  totalling  S&.5I2  million.    These  figures  arc  for  clalr.s  processed  by  SIUC  Cross/ 
Hue  Shield. 

'     Hlsslno  data  en  claim;  missing  Medicare  EOjft;  ambiguous  diagnosis;  procedure  not  sufficiently  specific  to 
price  (e.g..  rrquire  l«'"gth  of  laceration  or  tyre,  strength,  quantity  of   Injection  or  numoer  of  tests  In 
lab  profile);  missing  lab  Invoice  for  ootcmctry  claim;  missing  date  of  last  optcretric  exam;  charges  not 
broLen  down;  nlsslng  description  of  services;  missing  tootn  chart;  submitted  an  wrong. form. 


(Footnotes  for  this  table  'Ontlnued  on  following  p.ige...) 
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Footnotes  from  Figure  2  (Continued,..) 
3 

Most  common  requests  are  for  physicians  to  verify  procedure  code 
against  an  apparently  inconsistent  description,   hospitals  to 
verify  apparently  erroneous  calculation  of  charges/number  of  days/ 
dates  of  admission  and  discharge,  and  pharmacies  to  verify  unlikely 
dates  of  service.     Other  requests  are  to  verify  patient  age, 
accomodation  rate,  procedure  code  inconsistent  with  diagnosis,  sex 
inconsistent  with  diagnosis,  claim  data  inconsistent  with  Medicare 
EOMB,  claim  data  inconsistent  with  optometry  lab  invoice,  dates  of 
service  or  procedure  codes  which  would  imply  duplicate  services, 
illogical  place  of  service,  number  of  follow-up  visits,  and 
miscellaneous  details  of  drug  dispensed. 

Visits,  routine  laboratory  tests,  etc. 

~*    Dressings,  pelvic  exam,  ear  wash,  obtaining  lab  specimen,  taking 
blood  pressure,  etc.,  included  in  fee  for  visit;  emergency  exam 
included  in  fee  for  surgery. 

Providers  placed  on  pre-payment  review  as  a  result  of  post-payment 
detection  of  exceptional  utilization  or  billing  practices. 

E.g.,  complicated  surgical  procedure  billed  without  report 
documenting  procedure. 

g 

Examples  of  the  following  non-covered  services  were  found  in  the 
sample:     crutch  or  appliance  rental;  telephone  calls;  hospital  visit 
on  same  day  as  psychiatric  visit;  autopsy;  family-planning  lab  not 
allowed  with  interim  visit;  over-the-counter  drugs;  specifically 
non-covered  legend  drugs;  alveoplasty  (dental)  not  covered  same  day 
as  extractions;  hospital  call  by  dentists;  oral  hygiene  instruction; 
local  anesthetic;  emergency  prescription  by  dentist;  concurrent 
care  by  two  physicians;  drug  quantity  exceeds  90  day  supply;  initial 
chiropractic  exam  (payment  is  made  only  for  treatments);  emergency 
room  calls  by  chiropractor;  services  by  psychiatric  social  worker 
or  psychiatric  nurse;  supplies  provided  by  physicians  (e.g.,  bandages, 
surgical  trays,  etc.);  home  health  services  for  patient  not  home- 
bound;  chiropractic  services  over  90  days  without  prior  approval; 
dietric  consultation;  take  home  drugs  in  hospital;  occupational 
therapy  billed  by  hospital;   routine  foot  care. 

9 

In  the  case  of  hospital  claims,  the  provider  is  requested  to  resubmit 
the  claim  after  removing  the  non- covered  service.     The  amount  shown 
as  denied  includes  only  the  amount  for  non-covered  services,  not  the 
amount  returned  which  will  be  resubmitted. 

l0 

E.G.,  why  has  baby  remained  in  hospital  after  mother  discharged;  why 
late  discharge;   request  operative  report;  clarify  diagnosis  or  pro- 
cedure performed;  question  if  glasses  lost  or  broken;  question  if  OB 
patient  referred  to  another  physician. 
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Erroneous  Payments  Conference 

February  23,  1977 
10:30  -  11:30  A.M. 

PANEL:     SPECIAL  PROCESSING  SYSTEMS 
Speaker :    Martin  Jinks,  Pharm.  D. 

Dr.  Jinks  discussed  drug  claims  processing  in  relation  to  errone- 
ous payments  detection.     Specifically  covered  were  Edit  Systems  and 
Special  Processing  for  Utilization  Review  Control.     These  Edit  Systems 
consist  of: 

1.  Manual  processing  and  data  entry 

a.  "rough-screened" 

b.  batched 

c.  "fine-screened" 

d.  microfilmed  and  entered 

2.  Recipient  Subsystem 

a.  invalid  data 

b.  duplicate  recipients 

c.  reject  list  to  State 

3.  Provider  Subsystem 

a.  valid  transactions  updates  file 

b.  separate  system 

c.  reject  list  to  State 

4.  Claims  Processing  Subsystem 

a.  input  preparation 

b.  claims  edit  and  validation 

c.  pricing 
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The  Special  Processing  programs  discussed  included: 

1.  Recipient  Reports 

a.  highlights  -  arbitrary,  quantitative 

b.  duration  of  therapy 

c.  drug-drug  interactions 

2.  Provider  Reports 

a.  physician  analysis 

b.  pharmacy  analysis 

if        if        it        if  it 

Speaker:     Linda  Jenkins 

Assistant  Program  Manager 

Vendor  Drug  Program 

Texas  Department  of  Public  Welfare 

Ms.  Jenkins  briefly  described  the  Texas  Vendor  Drug  Program 

as  serving  652,000  eligibles,  processing  \  million  claims  monthly, 

utilizing  a  three  prescriptions  per  month  limit.     Pharmacy  providers 

are  reimbursed  at  a  high  rate  if  their  claims  are  submitted  on  tape; 

a  system  which  reduces  the  claims  error  rate.    The  edits  used  in  Texas 

screen  for: 

1.  Recipient  number 

2.  Recipient  number  and  D.O.S. 

3.  Drug  code  number 

4.  Duplicates 

5.  Three  claims 

6.  Claims  submitted  within  60  days 

7.  Reasonable  service  date 

8.  Refill  duplicates 
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9.     Prescription  date 

10.  Rx  dispensed  within  10  days  of  being  written 

11.  Quantity  consistent  with  days  supply 

12.  No  refills  for  schedule  II  drugs 

13.  No  O.T.C.  drugs  for  nursing  homes 

14.  Completed  information 

15.  Correct  unit  of  pricing 

Ms.  Jenkins  also  mentioned  that  80%  of  claims  are  paid  within  30 
days,  and  the  error  rate  has  decreased  to  5.7%  of  all  claims. 

-k        -k        ~k        -k  -k 

Speaker:     Maureen  Murray 

Health  Care  Representative 

Nebraska  Department  of  Public  Welfare 

Ms.  Murray  discussed  the  Claims  Processing  System  in  the  Nebraska 

Nursing  Home  portion  of  Title  XIX.     Identified  during  this  discusssion 

was  a  Turn-Around  document  consisting  of: 

1.  Patient  data  base 

2.  Provider  data  base 

3.  Client  data  base 

used  to  evaluate  level  of  care,  as  well  as  providing  diagnoses  related 
to  services  and  specific  provider  information.     A  suspense  file  is 
utilized  to  identify  and  isolate  error  problems. 

*      *      *      *  * 
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Speaker:    Leonard  Steele 

Accountant,  Audit  and  Reimbursements 
State  of  Oklahoma 

Mr.  Steele  described  the  Oklahoma  system  which  utilizes  a  direct 

payment  process.    Mr.  Steele  indicated  that  inputs  are  received  by 

the  Comptroller's  Office  from  77  counties  regarding  eligibility  and 

financial  criteria  and  that  updating  is  done  on  a  daily  basis.  A 

night  audit  is  conducted  each  evening.     A  six  month  patient  history 

and  9  month  claims  history  are  utilized  to  "prevent,  detect  or  deter 

erroneous  payments". 
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Drug  Editing  Systems  and 
Special  U.R.  Processing 

by 

Martin  Jinks,  Pharm.D. 
Health  Services  Consultant 
Professional  Health  Research,  Inc. 
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I.  INTRODUCTION 

.  HAS/PAID  -  many  years  of  experience  in  drug  claim  Processing 

.  because  of  time  — ^  brief  overview  -  emphasis  on  those  systems 
with  edit  procedures  design  to  prevent  erroneous  payments 

.  also,  if  time  some  special  processing  systems  (i.e.  DUP 
Drug  Utilization  Review) 

.  because  of  varied  levels  of  involvement  represented  here, 
keep  discussion  at  basic  level  -  more  details  in  workshop 

II.      TWO  AREAS  OF  DISCUSSION 

A.     EDITING  PROCEDURES 

.  prospective  detection  of  erroneous  claims  =  BPR 

.  Edit  systems:  description  of  the  manual  and  data  processing 
functions  starting  with  the  receipt  of  the  claim  form  until 
payment  or  other  disposition  is  made.    My  emphasis  will  be 
on  those  subsystems  that  perform  editing  functions.  There 
are  five  of  these: 

EDITS  FOR: 

1.      MANUAL  PROCESSING  AND  DATA  ENTRY;   when  claim 
received  from  R.Ph. 

.  "rough-screened"  -  obvious  omissions  requiring  return 
c/o  further  processing  -  signatures;  provider  or  recipient 
ID  #s 

.  batched  and  assigned  control  numbers 

.  "fine-screened"  and  coded  for  missing  info,  corrections 
made  wherever  possible  c/o  returning  to  provider,  e.g. 
no  drug  code  but  description  supplied  -  PAID  staff  fills 
in.    However,  when  necessary  fields  absent  and  not 
available,  return. 

.  microfilmed  and  entered;  originals  stored 

EDITS  IN 


2.      RECIPIENT  SUBSYSTEM  -  maintains  current  computer  file  of 

eligible  recipients.    State  provides  file  changes  on  a  scheduled  basis: 
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.  transaction  (update)  tape  from  State  edited  for  invalid  data 
or  possible  duplicate  recipients,  and  transactions  failing 
these  tests  are  rejected  and  returned  for  correction. 

3.  PROVIDER  SUBSYSTEM  EDITS  -  standard  edits  and  validation 
as  with  recipient  subsystem. 

.  valid  transaction  automatically  updates  provider  file.  Since 
■this  file  is  a  separate  subsystem,  no  timing  constraints  ••iir ■  ■ 
updating. 

.  error  listing  report  follows  update  run 

.  this  subsystem  can  produce  alphabetic  provider  listing 
and  addresses  -  IRS  1099  forms  prepared  PRN. 

4.  CLAIMS  PROCESSING  SUBSYSTEM  -  uses  files  maintained  in  re- 
cipient, provider,  reference  files  to  process  and  pay  valid  claims  for 
pharmaceutical  services  and  feed  backend  DUR  reports.  There 

are  three  modules  with  edit  procedures: 

a.  input  preparation  module  -  manual  screening  as  discussed 
previously  and  key  entry  to  machine  readable  form. 

b.  claims  edit  and  validation  -  if  claim  passes  manual  edit  = 

.  critical  field  editing  performed  by  accessing  the  drug 
product  master  file,  the  provider  files,  and  recipient 
files. 

.  program  controls  are  applied  to  valid  fields  to  detect 
claim  conditions  such  as  duplicate  submissions  or 
potential  prescription  split,  or  exceeding  of  quantity 
or  frequency  parameters.    Detection  criteria; 

1  .  DOS  (splitting  and  dupe 

2.  Pharmacy  ID#  criteria  are  same) 

3.  Drug  Code 

4.  Recipient  ID# 

5.  Amount  charged 

all  =  dup    or  split;  all  but  5  potential  dupe/split 

.  suspense  file  -  claims  failing  input  validation  tests  are 
put  on  "suspense  file"  to  obviate  necessity  for  complete 
reentry  of  claim  after  correction  is  made.  Duplicate 
claims  are  disallowed  and  processed  without  payment. 
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c.  Pricing 

.  verification  of  price  with  drug  master  file.  Amount 
charged  is  calculated  against  the  amount  payable. 
Excessive  charges  reduced  and  lower  charges  are  accepted. 

.  %  tolerance  pricing  range  -  where  the  amount  of  differences 
indicate  the  possibility  that  the  drug  code  or  quantity  size 
is  in  error,  the  potential  error  is  identified  for  manual 
review. 


5.      CLAIMS  CORRECTION  MODULE 


.  errors  that  affect  basic  parameters  of  claims  listed: 

.  as  mentioned,  attempt  to  correct,  but  when  impossible— > 
claims  correction  form  printed,  returned  to  provider 
explaining  remittance. 

B.     SPECIAL  PROCESSING  FOR  UR  CONTROL 

.  shift  gears  to  retrospective  review  areas  of  interest 

.  O.W.  Holmes:   "the  proper  repository  of  all  materia  medica  is, 
except  for  their  possible  piscine  harm,  the  bottom  of  the  sea." 

.  DUR  subsystem  is  backend  -  separate  from  CPS.    PAID  takes 
paid  claims  tape  and  processes  through  this  free-standing  sub- 
sys  tern 

.  let's  concentrate  briefly  on  some  unique  aspects  of  these  special 
processing  systems: 

1.      RECIPIENT  REPORTS  -  not  "contrary  to  State/Fed  regulation"  - 
retrospective  PRC  use  presently 

.  all  report  items  are  soft  coded  and  user  determined,  limited 
only  by  the  data  elements  on  the  claim  form.    Update  q  mo. 

.  where  policies  established  re:   drugs,  monitored  in  this 
subsystem 

-  highlight  module 

.  arbitrary  quantitative  limits,  i.e.  total  $/mo;  total 
Rxs  in  same  TC;  exceeding  upper  limit  #  MDs, 
pharmacies,  etc. 

-  duration  of  therapy  module 

'.  specified  TCs  with  high  misuse  liability  when 
administered  for  prolonged  periods,  i.e.  hypnotics  / 
3  mo.  q  day 
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-  drug-drug  interaction  module 

.  certain  drugs  administered  concurrently  that  can 
result  in  ADR  are  detected 

.  secondary  ingredients 

.  Drug  Master  File  -  internal  proprietary  code 

List  of  230  T4  products  truncated  to  one  common  code  instead 
of  unrelated  NDC  codes 

2.  PROVIDER  REPORTS 

a.  MP  analysis  -  report  designed  to  be  used  by  MD.    All  his 
Medicaid  prescribing  appears  on  single  report  3  parts: 

(30  day  hx.) 

.  sort  by  patient 

-  patient  compliance 

-  unauthorized  refills 

-  irrational  drug  combinations 

.  sort  by  TC 

-  unit  cost  information 

-  compare  therapeutic  alternatives  (Val  vs.  PB) 

-  compare  therapetuic  equivalents  (Noctec  vs.  CH) 

.  summarization  of  TC  activity 

-  compare  to  peers 

-  track  activity 

b.  Pharmacy  Analysis  -  for  each  pharmacy: 
.  $  and  TCs  mo  -  VTD 

.  percentile  cross  comparison 

.  high-low  by  $,  Rxs,  are  $/recip.  ,  etc. 

.  major  TC  dispensing  totals 

3.  OTHER  MANAGEMENT  REPORTS 

.  Drug  Usage  Report  -  both  current  and  YTD  summary  of  individual 
drug  use  By  $  and  frequency 

.  Audit  Reports  -  by  request;  measurement  of  compliance. 
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NEBRASKA  DEPARTMENT  OF  PUBLIC  WELFARE  -  LONG  TERM  CARE' 

NEBRASKA 

228  -  Participating  Long  Term  Care  Facilities 

19,033  -  Total  Licensed  Long  Term  Care  Beds 
2,398  -  Certified  Skilled  Beds 
15,307  -  Certified  Intermediate  Care  Beds 

339  -  Certified  Intermediate  Care  -  Mentally  Retarded  Beds 
989  -  Licensed  Oily  Beds 

7,410  -  Medicaid  Clients  in  Long  Term  Care  Facilities 

$31,513,573.00  -  Long  Term  Care  Expenditures  for  FY  75-76 

52%  -  Long  Term  Care  Expenditures  of  Total  Medicaid  Disbursements 
of  $61,076,816.00 


Nebraska  Department  of  Public  Welfare 

PRIOR  AUTHORIZATION  DOCUMENTATION 


DOCUMENT  NO. 
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001  811552 


2 .         (CHECK  ONE) 

*1.  Drug 

2.  Hospital 
*3.  Care  in  Homes 
*4.  Change  Care  Level 


5.  Practitioners 
*6.  Dental 

7.  Health  Supplies 
*8.  SCC 


NOTE:  Enter  only  one  Authorization  per  form. 

Enter  ONLY  the  information  required  for 
this  Authorization. 


3.  RECIPIENT 

Cose  No.                                             I.D.  No. 

4.                              MEDICAL  PROVIDER 
Provider  No. 

5.  CHANGE  IEVE . 
OF  CARE  TO 

I.D.  Number  from  Patient's  Card 

Name 

1 .  Moxirti&-~ 

2.  Modera'e 

3.  Minimur- 

Name 

Street 

Nursing  Home  or 
Hospital  No. 

City 

State  Zip 

6.  sate 
S 

7. 

No. 

Cede 

Rate" 

Unitj 

Description  of  Service 

i.'nOUTt 

\. 

s 

2. 

3. 

8.  PHYSICIAN 


PHYSICIAN  NO. 


1 0.  DIAGNOSIS      ICDA-8  Code 
(Primary) 

(Secondary) 

P 

rimary  Surgical  Procedure  Code 

Refills:                                  j-(     pri«  ' 
NR       1    2    3    4  5 

Drug  Code 
No. 

9.  (Pharmacist  Use  Only) 

Rx  No. 


Quant 


1 1 .  ADDITIONAL  INFORMATION: 


12.  I  certify  that  the  listed  goods  or  services  are  authorized  under  the  rules  and  regulations  of  the  Nebraska  Department  of  Pls.  c 
Welfare. 

MO.    TA'  YEAR 


County/Stote  Office 

IL.it  Nan*) 


Signature  of  Authorized  Individual 


MCv      *  Requires  Additional  Documentation, 
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HCP294 


01  ADAMS  COUNTY 


STATE       OF  NEBRASKA 
DEPARTMENT      CF       PUBLIC  WELFARE 
MEDICAID     MANAGEMENT     INFQRMAT ION  SYSTEM 

AMOUNTS  PAID  BY  OTHERS  FOP  NURSING  HCNE  RES IOENTS 

01/01/77  THRU  01/31/76 


PAGE 


VILLA  GRACE  GOOO  SAMARITAN  VIL 
931  EAST  F  ST 


PROVIDER  N8S-4^ 
FACILITY  LEVEL-ICF-I 


-11 


HASTINGS 

T/A  DOCUMENT  RECIPIENT 
NUMBER  NUfBER/IO 


NE  68901 

PRIOR 
AUTH  NBR 


003641235 


|C/01 


51 

e^ff^^BlT 

003641236  5f :_^J£/01     006192  805 

003641237  5§|  jf/C^  C01814430 

P  fi^f^^BB*  G 

003641238  5  Elf^L.Sfc /C2  0061S2789 

003641240  5f£l^%/Gl  CQ61S2  754 
003641242     5fL:  Jfc/Cl  0C6192363 

RprrrTSSi  e 

003641245     5ElS?^3/01     0061  85159 

003641247  sf^""     "is^t**  J06192  796 

003641248  Sf"^'  '  Jb/ClCC 6 1 9 2 7 9 7 

003641249  5^'rw™"«^,/02  001814220 
***  M^-j  .  1* 

003641250  5J|p 

003641251  7g£ 
B 


APPKCVAL 

LEV  EL 

CLA  IM 

AMOUNT  PD 

NET 

OATE 

OF  CARE 

AMOUNT 

BY  OTHERS 

AMOUfo 

T 

07/01/76 

ICF-I 

366,73 

$.......» 

S  .  «  «  .  .  . 

•  « 

07/01/76 

ICF-I 

366.73 

12/07/76 

ICF-I 

366.73 

$•••**••« 

$«!■««• 

o  • 

07/01/76 

ICF-I 

366.73 

$  •  •  •  ©  *  • 

•  o 

07/01/76 

ICF-I 

366.73 

07/01/76 

ICF-I 

366.73 

$  •  •  •  •  •«  •  • 

S  •  e  •  •  e  * 

•  o 

07/01/76 

ICF-I 

366.73 

$  *  •  a  o  *  a 

•  o 

07/01/76 

ICF-I 

366.73 

$•  •  •  o  •  o  o  • 

o  o 

07/01/76 

ICF-I 

366.73 

$•••••••« 

•  • 

C3/01/76 

ICF-I 

366.73 

£••»•«««• 

•  o 

07/01/76 

ICF-I 

366.73 

s  

•  e 

07/01/76 

ICF-I 

366.73 

s........ 

$  •  a  »  ©  «  e 

*  « 

♦♦♦FACILITY  TOTALS 


12,468.82  $, 


31 


Nebraska  Department  of  Public  Welfare 

CARE  IN  HOMES  FOR  THE  AGED  AND  INFIRM 

HOSPITAL 

Claim  and  Statement 


documentno.  006  858845  30 

1.  County,  Nebraska 


2. 

Nome 
Case  No. 


RECIPIENT 


.I.D.  No.. 


I.D.  Number  from  Patient's  Cord 
HOSPITAL  USE  ONIV 


MEDICAL  PROVIDER 


Provider  No.. 

Name  

Street  

City   

State   


.Zip. 


4.  ATTENDING  PHYSICIAN  . 


.PHYS.  NO. 


5.  DIAGNOSIS 


ICDA-8  Code 


(Primary) 
(Secondary) 


6.  Port  1— IN  PATIENT  CARE 


Number 
of  Days 


Statement  covers 
period  from 

Mo.     Day  Year 


Primary 
Surgical 
Procedure 
Code 


Day  Yea 


Class 
of  Care: 


Acute 

Chronic 

Maximum 

Moderote 

Minimum 

Day  Care 


(STATE  USE  O'.^f) 


Admitted 
•From   |  1 

Discharged 


Mo      Day  Year 


Discharge  due  to 


1 .  Going  Home 

2.  Enter  NH 

3.  Deoth 

4.  Other  HOSPITAL 

5.  Other  


Sec. 
A/B 


Co  Ins 


Deduct 


INPATIENT  SERVICES: 


7.  Accomodation 

No  ol  Day* 

Charges 

8.  Type  Service 

Charges 

Type  Service 

Chorges 

1 .   1  8ed 

S 

1 .  Blood  Admin. 

$ 

12.  Operating  Room 

S 

2.  2  Beds 

S 

2.  Pharmacy 

$ 

13.  Delivery  Room 

S 

3.  3  or  4  Beds 

s 

3.  Radiology 

S 

14.  Ther.  Radiol 

s 

4.  5  or  more  Beds 

s 

4.  Laboratory 

s 

15.  Anesthesiology 

s 

5.  Intensive  Care 

s 

5.  Medical  Supplies 

s 

16.  BvR-EKG 

S 

6.  Nursery 

s 

6.  Physical  Therapy 

e 

17.  EEG 

s 

7.  Coronary  Core 

s 

7.  Occupational  Therapy 

s 

18.  Cardiology 

i  1 

8.  Other  (Specify  below) 

s 

8.  Speech  Therapy 

s 

19  Recovery  Room 

s 

9. 

$ 

9.  Oxygen-lnhal.-Theropy 

s 

20.  OtneriSp« ,'f»  =«low; 

s 

10. 

s 

10   Blood  Pints  | 

s 

21. 

s< 

11. 

s 

1  1 .  Lobor  Room 

s 

22. 

s 

Stote 
Use  G"iy 


9.  Part  II  — OUTPATIENT  HOSPITAL  CARE 


(Please  type  or  write  legibly) 


No. 

Code 

Rate  per  Visit 

Date  of  Visit 

Description  of  Service 

Sec  A/B 

Co-Ins 

Deduct 

i-nounr 

2 

3 

(STATE  USE  ONLY) 


10.  OUTPATIENT  SERVICES 

1 .  Emergency  Room 

2.  X-Ray 

3.  Laboratory 

4.  Therapeutic  Radiology 

5.  Hemodialysis 

6.  Pharmacy 

7.  Other  Specify  below) 

8.  

9.  


Chorges 


15.  The  undersigned  certifies  under  penolty  of  applicable  Fedcrol  and  State  lows,  that  the  obove 
goods  and  services  were  provided  in  compliance  with  the  provisions  of  Title  VI  of  the  Civil 
Rights  Act  of  1964,  that  the  omounts  claimed  are  in  accordance  with  the  regulations  of  the 
Department  of  Public  Welfare,  that  no  additional  chorge  has  been  or  will  be  claimed,  that 
each  service  is  documented  and  the  documentation  is  open  to  Department  Public  Welfare  audit. 


*  FROM  CODE: 


Signature  of  Provider 
1.  HOME  2.  HOSPITAL 


3.  PSYCH.  FAC. 


Date 

4.  REHAB  CENTER 


1 1 .  Total  Amount  of  Claim 


12.  Paid  by  Medicare 


13.  Paid  by  other  Services 


14.  Net  Amount 


16. 


Co-Ins 


Deduct 


5.  SKILLED  NURSING  FAC 


6  INTERMEDIATE  CARE  f  a; 
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Feb.  23,  1977 

10:30  A.M.  -  12:15  P.M. 

DRUG  REIMBURSEMENT  SYSTEMS  WORKSHOP 

This  Workshop  identified  several  key  problems  germaine  to  the  area 
of  erroneous  payments  as  they  pertained  to  Drugs  Reimbursement  Systems. 
The  first  of  these  problems  was  identified  as  an  inability  to  capture 
prescriber  identification  numbers.     Several  State  representatives 
inquired  as  to  what  specific  prescriber  identification  data  element  was 
being  used  by  the  various  States  in  attendance  at  this  Conference  and 
how  was  the  responsibility  for  recording  these  identification  numbers 
on  claim  forms  enforced.    Members  of  the  Workshop  indicated  that  two 
major  forms  of  prescriber  identification  were  presently  being  used  by 
the  majority  of  States.     The  first  of  these  involves  the  use  of  the 
numerical  characters  of  the  Physicians'  DEA  Number.     This  number,  assigned 
to  prescribers  licensed  by  the  Federal  government  to  prescribe  controlled 
substances,  contains  both  alpha  and  numerical  characters.     To  facilitate 
key-punching  operation,  the  DEA  numbers  are  recorded  on  claims  tapes 
omitting  the  alpha  characters.     In  as  much  as  most  conventional  key- 
punching instrumentation  requires  a  key  shift,  the  omission  of  these 
alpha  characters  reduces  the  time  required  to  enter  the  number.  The 
second  method  discussed  identifies  specific  prescribers  using  a  State 
assigned  Medicaid  provider  number  consisting  of  numerical  characters 
ranging  from  four  to  seven  figures.     The  Workshop  identified  several 
problems  inherent  to  the  use  of  arbitrary  assigned  Medicaid  provier 
number.     Among  those  problems  identified  were: 
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1.  Pharmacists  filling  Medicaid  prescriptions  have  to  refer 
to  a  secondary  source  document  in  order  to  identify  the 
Medicaid  Provider  Identification  number.     In  as  much  as 
most  physicians  are  now  required  to  have  their  DEA  ^number 
imprinted  on  their  prescription  blanks,  the  presence  of 
this  number  on  a  prescription  being  filled  by  the  pharmacist 
would  eliminate  the  time  consuming  need  to  refer  to  a 
secondary  source  document  for  obtaining  the  necessary  number 
to  complete  the  provider  identification  portion  of  the  claim 
form. 

2.  In  developing  a  comprehensive  program  of  quality  assurance 
which  would  allow  for  the  identification  of  specific  data 
elements  on  a  Regional  and  National  level,  the  use  of  provider 
ID  numbers  based  on  arbitrary  State  assignment  would  create  a 
difficult  systems  translation  problem  of  identifying  providers 
on  a  Regional  or  a  National  level. 

It  was  recommended  that  those  State's  experiencing  difficulty  in 
obtaining  an  accurate  and  up-to-date  record  of  Physician  DEA  Numbers 
contact  the  Drug  Enforcement  Agency. 

The  Workshop  then  dealt  with  problems  of  determining  up-to-date 
and  accurate  drug  reimbursement  rates.    Many  States,  in  light  of  the 
recent  MAC/EAC  regulations,  are  developing  accurate  AWP  updating  pro- 
cedures.    Several  methods  were  outlined  by  States  in  attendance  and  are 
listed  as  follows: 
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1.  Most  States  appeared  to  be  using  a  Red-book  supplement  price 
which  can  be  received  by  the  Medicaid  office  on  a-  bi-weekly 
basis. 

2.  Many  local  and  regional  drug  wholesalers  publish  bi-weekly 
basis. 

3.  Some  States  are  using  an  executive  price  listing  published  by 
the  Bluebook  which,  in  much  the  same  way  as  the  Redbook  supple- 
ment, updates  prices  AWP  on  a  bi-weekly  basis. 

4.  It  was  noted  in  the  State  of  California  that  the  Redbook 
supplement  publishers  were  making  available  a  tape-to-tape 
bi-weekly  drug  price  supplement  which  greatly  reduced  the  time 
involved  in  recording  these  price  changes  and  markedly 
increased  the  accuracy  of  AWP  reimbursement. 

In  conclusion,  with  regard  to  updating  prices,  it  was  apparent 
from  Workshop  participants  that  the  need  to  have  accurate  price  informa- 
tion updating  systems  was  imperative  to  maintaining  cooperation  with  the 
pharmacy ' providers.     Errors  in  reimbursing  at  either  lower  or  higher 
rates  than  the  published  AWP  price  can  be  costly  in  both  time  and  money. 

The  question  of  processing  manually  priced  items  was  briefly  dis- 
cussed during  this  Workshop  and  most  States  relayed  the  fact  that  this 
operation  was  presently  being  done  on  a  manual  basis  and  the  most 
successful  State  programs  were  those  in  which  an  in-house  pharmacist 
reviewed  the  manually  priced  claims  and  responded  to  the  reasonableness 
of  the  professional  fees  submitted  by  the  pharmacist  for  these  manual 
priced  items. 


Many  States  utilize  a  system  of  prior  authorization  to  either 
grant  expenditures  by  recipients  beyond  a  predetermined  dollar  limit 
for  the  purchases  by  recipients  for  drugs  that  are  classified  as 
being  restrictive  on  individual  State  formularies.     The  mechanisms 
for  these  prior  authorizations  was  discussed.    The  consensus  of  States 
represented  in  the  Workshop  indicated  that  prior  authorization 
involved  a  great  deal  of  paperwork  and  was  extremely  time  consuming  to 
the  individuals  responsible  for  their  operation.     States,  such  as 
California,  have  resorted  to  placing  specific  drugs  on  a  prior  author- 
ization only  basis,  such  as  amphetamines  that  require  the  physician  to 
demonstrate  medical  need  for  their  use.     The  State  of  Texas,  in  an 
attempt  to  control  the  expenditures  in  their  State  drug  program,  has 
been  using  a  system  which  restricts  the  Medicaid  recipient  to  no  more 
than  3  prescriptions  per  month.     In  addition,  the  Texas  program  does 
not  provide  for  a  prior  authorization  process  to  grant  exceptions  to 
the  3  prescription  limit.     As  of  this  time,  there  is  no  provision  in 
the  Texas  program  for  providing  an  excess  of  3  prescriptions  for  each 
recipient  per  month. 

The  Workshop  touched  briefly  on  lock-in  systems  for  pharmacy 
providers.     Several  different  approaches  to  the  lock-in  system  were 
discussed  during  this  Workshop  period.     Florida,  for  example,  uses  a 
pharmacy  lock-in  system  which  requires  a  Medicaid  recipient  to 
identify,  at  the  beginning  of  each  month,  a  specific  pharmacy  at  which 
all  drug ■ purchases  will  be  made  during  the  period  of  that  month.  Each 
month  the  Medicaid  recipient  has  the  option  of  returning  to  that 
pharmacy  or  choosing  a  new  provider.     This  system  greatly  reduces  the 
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problem  of  pharmacy  shopping  and  in  principle  allows  for  greater 
professional  involvement  on  the  part  of  the  pharmacist.     In  Texas 
the  Medicaid  drug  program  requires  all  drug  purchases  charged  to  the 
Medicaid  drug  program  to  be  recorded  by  the  dispensing  pharmacist  in 
the  patient's  drug  book.     In  princple,  this  system  enables  the 
pharmacist  to  observe  the  frequency  of  drug  purchases,  especially  if 
these  purchases  are  made  in  a  similar  therapeutic  class  presenting  a 
potential  overutilization  or  abuse  situation.    On  an  exception  basis 
a  very  small  percentage  of  Texas  Medicaid  recipients  have  been  locked 
into  a  single  pharmacy  provider.     However,  the  Texas  Medicaid  adminis- 
trators believe  that  the  patient  drug  record  book  eliminates  the  need 
for  a  specific  pharmacy  lock-in  for  all  Medicaid  recipients. 

In  Illinois  the  administration  has  used  a  physician  lock-in 
process  for  those  patients  identified  as  abusers.     A  similar  system 
was  identified  by  the  representatives  from  Minnesota.     In  general,  it 
appeared  that  a  lock-in  system  could  be  valuable  in  reducing  the 
frequency  of  erroneous  payments  made  for  services  which  are  duplica- 
tive, excessive,  or  as  a  result  of  abuse  practices  by  a  recipient.  In 
general,  the  lock-in  system  is  reserved  for  patient  abusers  or  as  an 
administrative  procedure  and  has  not  run  into  legal  difficulties 
regarding  violations  of  patients'   freedom  of  choice. 

Some  States,  such  as  Florida  and  California,   have  initiated 
comprehensive  programs  of  reviewing  prescription  refill  frequencies 
and  have  developed  a  procedure  which  identifies  specific  pharmacy 
providers  who  prematurely  refill  prescriptions  markedly  earlier  than 
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the  given  quantity  of  drugs  physician  directions  provide  for.  When 
these  claims  are  identified  as  being  refilled  grossly  prematurely 
reimbursements  for  these  services  have  been  denied. 

It  was  generally  indicated  during  this  Workshop  that  controls 
on  the  programs,  such  as  MAC/EAC  and  various  State  generic  drug  law 
legislatures,  are  having  judicial  problems  in  their  implementation  and 
that  the  implementation  on  these  fiscal  regulations  should  not  be 
anticipated  to,  at  least  at  the  onset,  contribute  a  high  degree  of 
savings  to  the  drug  problem. 

The  developing  programs  which  provide  for  accurate  and  current 
updates  of  fluctuating  AWP  price,  along  with  programs  that  reduced 
the  frequency  of  inaccurate  provider  billings,  can  have  a  significant 
effect  on  curbing  the  increasing  costs  of  providing  drug  benefits  in 
a  Title  XIX  program. 
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Erroneous  Payments  Conference 

February  23rd,  1977 
01:15  -  02:45  P.M. 

Speaker:     Emmanuel  Uren,  Ph.D. 
Control  Analysis  Corporation 

PANEL:     QUALITY  ASSURANCE 

Dr.  Uren  introduced  the  problem  of  providing  'certainty  in 

claims  processing.'   A  detailed  discussion  of  this  process  highlighted 

analysis  of  provider  refunds  and  the  use  of  a  fictitious  claims  to 

test  systems  operation  and  accountability.     The  process  of  tracing  a 

claim  through  the  various  editing  and  processing  stages  was  outlined 

and  problem  areas  in  this  network  were  identified. 

■k       it        -k        -k  * 

Speaker :     Bobbette  Garretson 
Blue  Cross/Blue  Shield 

Ms.  Garretson  discussed  the  purpose  and  objective  of  a  quality 

assurance  system  in  controlling  erroneous  payments.     To  improve  the 

efficiency  of  claims  processing  and  editing  functions  was  identified 

as  the  objective  of  Q.A.     Three  key  factors  in  performing  Q.A.  tests 

were  identified  as:     1)  sample  selection;  2)  review  process;  and  3) 

follow-up. 

A  process  involving  the  selection  of  monthly  physician,  hospital, 
and  drug  claims,  for  which  a  comprehensive  sampling  methodology  was 
developed  was  outlined  in  this  presentation.     An  "error  level"  sheet, 
communicated  monthly  to  claims  supervisors,  brought  current  and  relevant 
CP.  problems  to  light. 
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Speaker :     Sue  Jo  Cassell 
Bureau  of  Health  Insurance 

Ms.  Cassell  reviewed  Q.A.  Implementation  Problems  From  A 

Medicare  Standpoint.     She  identified  the  objective  Q.A.  as- being 

the  identification  of  erroneous  payments  and  the  evaluation  of 

performance  of  insurance  carriers.     Sample  selection  technics  were 

identified,  based  on:     1)  size;  2)  types  of  claims  processed;  and 

3)  dollar  volume.     She  identified  the  importance  of  distinguishing 

between  technical  (i.e.,  no  signature)  and  actual  (i.e.,  overpay/ 

under  pay)  errors.     Specific  error  types  were  identified  as: 

1.  Entitlement  (i.e.,  non-eligible); 

2.  Coverage  (i.e.,  acupuncture); 

3.  Payment  (i.e.,  wrong  amount); 

4.  Documentation  (i.e.,  surgery  requiring  operative  report);  and 

5.  Coding  and  data  entry. 

***** 

Speaker :     Clair  White 
Department  of  Health,  California 

Ms.  White  presented  background  information  on  the  California 
Medical  program.     She  identified  the  role  of  the  MIO  (Medical  Intermedi- 
ary Organization)  and  their  subcontract  with  a  claims  processing 
computer  firm.    The  speaker  described  a  system  controls  which  include 
provider  files,  pricing  files,  prepayment  edits,  eligibility  screens, 
and  post  payment  utilization  review  reports.     Quality  assurance 
functions  such  as  review  of  monthly  random  samples  of  claims  with 
weekly  reports  for  exception  processing  clerk  supervisors  are  conducted 
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at  the  intermediary  facility.     A  monitoring  unit  composed  of  State 
medical  personnel  resides  at  each  facility  t:  review  auditing  reports. 


SAMPLE  SELECTION 


MONTHLY  SAMPLE  SIZE:     Physicians'  Claims  =  150 

Hospital  Claims        =  150 

Drug  Claims  =  150 

Correspondence  =  150 

ADJUSTMENT  CLAIMS    =  100%  (except  drug 

adjustments  for 
which  we  audit 
only  50%  of  the 
total  volume) 


SAMPLE  BASE:     All  claims  processed  to  a  final  status 


SAMPLING  METHODOLOGY  =  manually  selected  at  RANDOM 
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QUALITY  REVIEW  TITLE  XIX  CLAIMS 


SEQ.#  Cl.# 


AUDIT: 


WORKSHEET: 


1.  Review  dates  of  service  for  timely  filing 

2.  Review  for  Provider  name,  number  and  signature 

3.  Review  for  patient  name  and  age 

4.  Review  case  number  for: 

  Individual  number 

  Eligibility- 
Si     Review  for  Diagnosis 

6.  Review  for  consistancy  between  diagnosis  and  service 

7.  Review  for  Appropriate  Documentation 

8.  Review  for  indication  of  third  party  liability 

9.  Review  for  completeness  and  accuracy  of  coding 
  Dates  of  Service 

  Place  of  Service 

_____  Type  of  Service 

  Procedure  code/Nomenclature 

  Total  charge 

  Disposition  Codes 

  Multiple  Service  Codes 

10.  Review  for  accurancy  of  data  entry 
  Sequence  Number 

  Claim  Number 

  Dates  of  Service 

  Places  of  Service 

  Type  °f  Service 

  Procedure  Code 

  Line  Item  Provider  Charges 

  Reasonable  Charges 

  Disposition  Codes 

  Multiple  Service  Codes 

11.  Check  Providers  against  Utilization  screens 

12.  Check  Services  against  Utilization  screens 

13.  Compare  Providers  Charges  against  Prevailing  and  Reasonable/ 

Customary  Profiles 

14.  Review  reject  disposition  codes 


COMMENTS : 
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Audit:  T76-12 

WORKSHEET  7 

ERROR  CATEGORY:  Provider  Error  &  Coding  Error 

TOTAL  NO.     OF  ERRORS:  2 

DOLLAR  ERROR  ALLOWANCE:     A.  None 

B.     Under allowance  $250.00 

I.     DISCUSSION  OF  PROBLEM 

John  Doe 

11-111-111111-11 

Physician  Claim 

Seq.#    9876543       Cl.#  3456789 

A.     This  claim  processed  under  an  incorrect  case  number 

(11-111-111111-11)  due  to  the  provider  having  submitted  the 
claim  with  the  incorrect  case  number  noted. 


B.    This  was  a  therapeutic  sterilization  and  does  not  require  the 
"Informed  Consent  for  Sterilization".    This  surgery  should 
not  have  been  rejected. 
See  guidelines  attached. 

II.  RECOMMENDATIONS 

A.  State  adjust  the  claim  to  reflect  payment  under  the  correct 
case  number. 

B.  Bring  the  error  to  the  attention  of  the  processor. 
Make  additional  payment  in  the  amount  of  $25  0.00. 


#7 

A.  Agree 

B.  Agree. 

Dianne  Noller 
Phys.  Unit 
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February  23,  1947 
03:00  P.M.  -  04:30  P.M. 

Michael  Crane,  Ph.D. 

Control  Analysis  Corporation 

PANEL:     NONALLOWED  SERVICES  AND  CLAIMS 

Dr.  Crane,  CAC,  presented  an  introduction  that  differentiated 

between  single  documents  (sterilization  forms,  non-covered  services) 

and  multiple  documents  (prior  authorization,  duplicate  claims,  other 

conflicting  claims).    He  described,  in  more  detail,  Duplicate  Detection 

and  history  related  errors,  as  well  as  manual  systems  of  detection  of 

non-allowed  claims. 

k        -k        k        -k  k 

Speaker:     Truman  Stevens 

Virginia  Medical  Hospital  Division 

Mr.  Stevens  described,  in  detail,  claim  audit  system  which 
utilizes  the  computer  to  provide  audit  functions.     It  was  emphasized 
that  there  were  no  front-end  reviews.     Claims  are  microfilmed,  key 
entered  directly  to  the  system  which  then  provides  edit  operation. 
The  goal  of  this  type  of  approach  to  claims  processing  is  prompt  pay- 
ment on  a  weekly  basis.     The  system  checks  eligibility,  pricing, 
benefit  coverage,  time  limits,  availability  of  other  health  insurance 
coverages  and  duplicate  claims  submission.     Dental  services  in  Virginia 
require  prior  authorization  and  can  be  coordinated  with  computer  audit 
operations.     Psychiatric  services  are  handled  on  a  "checking  account" 
basis,  whereby  the  recipient  is  granted  a  fixed  sum  of  money,  to  which 
service  costs  are  deducted. 
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Speaker:     Laura  Mont-Eton 

Department  of  Health  -  State  of  California 

Ms.  Mont-Eton  described  the  Medical  Policy  Audit  Program  (MPAP), 
consisting  of  a  pre-payment  review  of  every  claim  processed.     A  15 
month  patient  service  history  used  to  evaluate  claims  in  relation  to 
other  claims  which  identify: 

1.  duplicates; 

2.  program  limitations 

3.  procedure  vs.  diagnoses 

Suspended  claims  are  reviewed  by  nurses  or  physicians.     As  a  result  of 
prepayment  review,  Ms.  Mont-Eton  characterized  the  dispositions  of 
claims  as: 

a.  94%  released  for  payment 

b.  5%  manually  reviewed 

c.  1%  denied  for  overutilization  or  duplication. 
A  saving  of  $22  million  was  attributed  to  the  reduction  of 

duplication  claims  payments. 

k        -k        -k        -k  -k 

Speaker:     John  D.  A.  Day,  Ph.D. 
Control  Analysis  Corporation 

Dr.  Day  described,  in  detail,  the  Automated  Medicaid  Overutili- 
zation and  Erroneous  Billings  Audit  (AMOEBA) .     In  his  discusssion 
Dr.  Day  identified  utilization  control  as  the  statistics  and  pattern 
of  practice  of  providers.     The  patient  history  was  described  as 
consisting  of  several  components  inputing  into  the  system: 


1.  State  payment  file; 

2.  Procedure  Code  file;  and 

3.  Vendor  name  and  address  file. 

As  a  result  of  these  inputs,  two  products  can  be  derived 

1.  An  Edit  Package  (for  post  payment  review  and 

2.  An  Analysis  and  Data  Package  (for  statistics). 

CAC 

NON-ALLOWED  SERVICES  AND  CLAIMS 
NON-ALLOWED  SERVICES  AND  CLAIMS  -  EXAMPLES 

1.  Exceeds  billing  time  limitation 

2.  Sterilization  requirements  not  met 

3.  Non-covered  services,  e.g. 

a.  cosmetic  surgery 

b.  contact  lenses 

c.  routine  physical  exam 

d.  routine  foot  care 

4.  Prior  authorization  requirements  not  met 

5.  Duplicate  claims 

6.  Other  conflicting  claims 
Emphasis  on  multiple  documents 


Single 
Document 


Multiple 
Documents 


Detection  of  duplicate  claims  in  same/different  computer  run 

Different  provider  numbers 

a.  Group  practices 

b.  Multiple  office  locations 

Different  but  similar  procedure  codes  (e.g.,  office  visits; 
surgical  procedures) 

a.  Coding  inconsistencies  by  provider's  office 

b.  Coding  inconsistencies  by  claims  personnel 

Overlapping  dates  -  especially  hospital  care 
Different  charges 

Different  provider  types  -  e.g.,  nursing  home  and  hospital 
Untimely  update  of  duplicate  file 
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OTHER  HISTORY -RELATED  ERRORS 

1.  Pre-  or  Post-operative  care 

2.  Pre-natal  or  post-partum  care 

3.  Multiple  or  incidental  surgery 
k.  Other  incidental  surgery 

5.  Frequency  limitations 

6.  Multiple  laboratory  procedures 

7.  Initial  visits 

8.  Split  billings  of  hospital  stay 

9.  Drug  frequency  of  refill 

***** 
EXAMPLES  OF  CONTROL  SYSTEMS 

1.  MPAP  -  California 

2.  Combination  and  limitation  edits  -  Virginia 

3.  AMOEBA 

4.  Semi-manual  or  manual  methods 


EXAMPLES  OF  MANUAL  CONTROLS 


Detection  of  surgery-related  errors  using  CRT  and  Special 
routing 

Claim  for  hospital  visits  Check  history  for  surgery 

Special  record-keeping  for  maternity  cases  or  frequency  limita- 
tions on  infrequent  services. 

Claim  for  pre-natal  care         Record  for  later  reconciliation 

with  delivery  charge 

Claim  for  expensive  applicance      Check  records  for  earlier 

appliances. 

Single  invoice  billing  requirement 

Detection  of  surgery  using  diagnosis  and  written  procedures 

Procedure  states  "follow-up  care"  Inquire  about  surgery 

Diagnosis  states  "acute  appendicitis"      Inquire  about  surgery 

Claim  Form  Design 

Pre-  or  post-operative  care: 

Is  this  care  related  to  surgery?    Yes    No 

If  yes j  surgical  proceudre    date   

surgeon   

Pre-natal  or  post-partum  care: 

Is  this  care  related  to  pregnancy?    Yes    No 

If  yes,  date  or  expected  date  of  delivery   

attending  physician  

Multiple  or  incidental  procedures: 

Have  other  services  been  provided  for  this  recipient  on  the 

same  day  as  any  of  the  above  procedures?    Yes    No 

If  yes,  provide  details   


DESCRIPTION  OF  AMOEBA: 

AUTOMATED  MEDICAID  OVERUTILIZATION 
AND  ERRONEOUS  BILLINGS  AUDITOR 

December  6,  1976 

PURPOSE  OF  AMOEBA 

AMOEBA  is  a  computerized  audit  package  for  analyzing  a  State's 
Medicaid  paid  claims  file 

AMOEBA  is  designed  to  detect: 

.  OVERUTILIZATION  -  produces  reports  on  exceptional  providers 

through  analysis  of  profiles  showing  patterns  of  practice 
.  NEAR  DUPLICATE  PAYMENTS  (also  exact  duplicates  if  desired) 
.   CONFLICTING  CLAIMS  -  situations  in  which  two  or  more  related 

paid  claims  indicate  that  an  erroneous  payment  has  occured. 

*  k  -k  -k  -k 

BACKGROUND  OF  AMOEBA 

AMOEBA  was  developed  by  Control  Analysis  Corporation  under  contract 

with  Social  and  Rehabilitation  Services  (SRS)  -  now  Health  Care 
Financing  Administration  (HCFA)  -  U.S.  Department  of  Health, 
Education,  and  Welfare. 

AMOEBA  is  currently  being  field  tested  in  the  State  of  Oregon 
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SOME  EXAMPLES  OF  CLAIM  SITUATIONS  WHICH  CAN  BE  DETECTED 
BY  AMOEBA  WHEN  SPECIFIED  BY  THE  STATE 

OVERUTILIZATION 

.  Excessive  visits  per  patient 
.  Excessive  surgery  (e.g.,  T&A's)  per  patient 
.  Excessive  injections  per  patient 
NEAR  DUPLICATE  PAYMENTS 

.  Claims  with  non-identical  but  closely-related  procedures 

.  Claims  with  non-identical  but  overlapping  service  dates 

.  Claims  with  non-identical  provider  numbers  (e.g.,  erroneously 

billed  by  two  physicians  in  a  group  practice) 
.  Claims  for  nursing  home  and  acute  care  on  the  same  dates 
CONFLICTING  CLAIMS 

.  Payments  for  pre-operative  and/or  post-operative  care  which 

should  often  be  included  in  the  fee  for  surgery 
.  Payments  for  procedures  which  are  incidental  to  other  procedures 

or  included  in  the  fee  for  surgery 
.  Payments  for  multiple  surgery,  where  the  secondary  procedure 

should  be  paid  at  a  lower  rate  than  if  performed  independently 
.  Payments  for  pre-natal  and/or  post-partum  care  which  should  be 

included  in  the  fee  for  obstetrical  delivery 
.  Payments  for  several  laboratory  procedures  which  should  be  paid  as  a 

single  all-inclusive  (and  less  expensive)  procedure 
.  Payments  for  services  which  exceed  certain  service  limitations, 

such  as  the  second  initial  office  visit  within  a  specified 

time,  etc. 
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BASIC  FEATURES  OF  AMOEBA 

AMOEBA  operates  using  a  State's  paid  claims  £ile 

AMOEBA  is  run  in  a  post-payment  mode,  as  frequently  as  desired 

by  the  State  (e.g.,  quarterly,  annually,  etc.) 
AMOEBA  has  been  designed  to  be  general -purpose ,  applicable  to 

to  many  States 

AMOEBA  has  been  designed  to  be  flexible,  with  the  specific  edits 

custom-tailored  and  specified  for  each  individual  State 
AMOEBA  is  table-driven;  that  is  -  the  edits  can  be  easily  changed 

merely  by  changing  parameters  in  a  table,  rather  than  by 

computer  programming  modifications 
AMOEBA  is  easily  understood  and  modified  by  Medicaid  administrators 

and  professionals  lacking  computer  expertise 
AMOEBA  may  be  easily  and  quickly  implemented  in  a  State 
AMEOBA  can  be  used  within  the  framework  of  a  State's  existing  claims 

processing  system 
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RELATIONSHIP  WITH  MMIS 


AMOEBA  can  assist  a  State  prior  to  implementation  of  MMIS 


AMOEBA  can  supplement  a  State's  MMIS 


AMOEBA  can  possibly  be  incorporated  as  a  component  of  MMIS 


AMOEBA  can  be  used  to  effect  recoveries  of  erroneous  payments 
which  were  made  before  a  State  implemented  MMIS 
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INSTALLATION  OF  AMOEBA 


HEW  has  paid  for  the  development  of  AMOEBA  and  its  pilot 
installation  in  Oregon. 


To  install  AMOEBA,  conversion  programs  must  be  developed  to 
interface  between  the  State's  paid  claims  file  and  AMOEBA. 


To  install  AMOEBA,  parameters  must  be  specified  which  define 
the  particular  edits  desired  by  the  State.     These  parameters 
can,  of  course,  be  changed  at  a  later  time  if  desired  by 
the  State. 


Person  to  contact  in  Oregon,  regarding  the  pilot  installation: 
Mr.  Doug  Walker 

Medicaid  Management  Information  System  Supervisor 

Medical  Assistance  Unit 

Public  Welfare  Division 

Department  of  Human  Resources 

Public  Service  Building 

Salem,  Oregon  97310 

(503)  378-6443 


Mr.  Walker  will  be  happy  to  talk  to  any  interested  parties. 
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WHAT  IS  NEEDED  FOR  INSTALLATION  OF  AMOEBA? 
CRITICAL  DATA  ELEMENTS  ON  STATE'S  PAID  CLAIMS  FILE 

1.  Provider  type 

2.  Provider  ID 

3.  Recipient  ID 

4.  Procedure  Code 

5.  Date  of  service  (not  needed  for  utilization  profiles) 

DESIRABLE  DATA  ELEMENTS  (to  increase  usefulness  and  efficiency 
of  AMOEBA 

1.  Provider  specialty  code 

2.  Billed  amount 

3.  Paid  amount 

4.  Type  of  service  code 

5.  Invoice  ID 

6.  Number  of  services 

7.  Tooth  or  surface  code 

COMPUTER  FACILITIES:     AMOEBA  was  written  in  COBOL  for  an  IBM 
installation.     Implementation  of  the  package  would  be  feasible, 
but  more  difficult,  or  alternative  computer  systems. 
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SUMMARY  OF  ADVANTAGES  OF  AMOEBA 


Can  easily  be  tailored  to  individual  State's  policy  and 
regulations 

Inexpensive  to  implement 

Can  be  implemented  as  interim  measure  before  development 
of  MMIS  or  can  possibly  be  incorporated  into  MMIS  itself 

Can  be  operated  once  per  year  or  more  frequently  as  desired 

Provides  deterrent  against  erroneous  billing  practices  and 
overutilizat ion 

Requires  program  savings  of  only  fraction  of  one  percent  to 
be  cost  effective 

Easily  understood  and  modified  by  Medicaid  administrators 
and  professionals. 

k  -k  k  -k 

MORE  DETAIL  ON  UTILIZATION  PROFILES 


Provides,  on  demand,  a  profile  report  for  any  individual 
practitioner  showing  the  number  of  occurrences  of  each  billed 
procedure  per  patient,  compared  with  all  other  practioners  in 
the  same  speciality. 

Shows  ranking  of  each  practioner  in  the  utilization  of  any 
selected  procedure,  compared  with  other  practioners  in  the 
same  speciality. 

Show  overall  ranking  of  each  practioner  for  all  procedures 
combined. 

Provides  a  means  to  retrieve  all  claims  of  an  individual  provider 
meeting  specified  criteria,  or  a  sample  thereof,  as  a  research 
tool  for  more  detailed  study  following  analysis  of  the  profiles. 


MORE  DETAIL  ON  NEAR  DUPLICATE  EDITS 


State  specifies  (in  a  parameter  table)  which  data. elements 
must  match,  which  need  not  match,  and  which  must  not  match, 
for  two  claims  to  be  defined  as  duplicate  payments. 

State  may  specify  that  certain  data  elements  (e.g.,  billed 
amount)  must  only  match  within  a  chosen  tolerance. 

State  may  specify  exceptions  to  the  duplicate  criteria  to 
avoid  flagging  claims  which  have  already  been  researched  in 
the  State's  ongoing  claims  processing  operations. 

AMOEBA  will  print  out  as  exceptions  all  claims  meeting  the 
specified  criteria. 
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MORE  DETAIL  ON  CONFLICTING  CLAIMS  EDITS 

State  specifies  (in  a  parameter  table)  which  procedures, 
when  billed  within  a  specified  time  of  other  (specified) 
procedures  for  the  same  recipient,  are  possible  conflicts. 

State  may  specify  whether  a  particular  edit  applies  only  to 
claims  from  the  same  provider,  claims  from  different  providers, 
or  claims  from  any  providers. 

State  may  specify  whether  a  particular  edit  applies  only  to 
services  billed  on  the  same  claim,  services  billed  on  different 
claims,  or  services  billed  on  any  claims. 

State  may  specify  whether  a  particular  edit  only  applies  to 
certain  specialities  or  certain  types  of  service. 

State  may  specify  "threshholds"  such  that  an  edit  will  only 
fail  if  the  payments  exceed  a  given  amount  or  if  the  number  of 
conflicting  occurrences  exceeds  a  given  number. 

AMOEBA  will  print  out  as  exceptions  all  claims  meeting  the 
specified  criteria. 
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Erroneous  Payments  Conference 
February  24,  1977 
9:00  A.M.  -  10:00  A.M. 

PANEL:     SYSTEM  MANAGEMENT 

Speaker:     David  Snyder 

Mr.  Snyder  discussed  Management  Decisions  and  System  Evaluation 
of  Claims.     Specifically  mentioned  was  the  relationship  between  the 
cost  of  detecting  erroneous  payments  and  the  ultimate  benefits 
derived  from  such  an  effort.     Two  factors  must  be  considered  when 
determining  cost  effectiveness: 

1.  Personnel  costs  (both  time  and  manpower) 

2.  Computer  costs. 

The  evaluation  of  benefits  derived  from  any  cost  control  effort  must 
be  viewed  in  light  of: 

1.  Actual  program  $  savings 

2.  Anticipated  deterrent  value 

Speaker :    Milton  Bryce 

Mr.  Bryce  described  his  firm's  Profitable  Information  by  Design 
(PRIDE)  program  as  being  a  system  for  designing  systems.     He  stressed 
that  the  success  of  any  system  operation  can  be  traced  back  to  the 
initial  concept  design  and  preliminary  system  architecture.     Three,  key 
areas  were  identified  for- consideration  during  the  developmental 
design  and  implementation  process: 
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1 .  Data  management 

2.  Project  management 

3.  Documentation 

Areas  of  human  interfacing  with  the  computer  system  include: 

1.  System  structure 

2.  Data  management 

3.  Systems/data  relationship 

4.  Project  management 

5.  Documentation/communications 

*         *         ie  Jt       *  * 

Speakers :     Bob  Abrams 
Paid  Prescriptions 

Susan  Fox,  Ph.D 

Health  Application  Systems 

Mr.  Abrams  discussed  the  problems  encountered  by  his  organization 

in  its  attempt  to  utilize  the  concept  of  incentive  contracting. 

Mr.  Abrams  indicated  that  due  to  wide  and  fluctuating  variations  in 

the  factors  pertaining  to  program  costs,  the  future  of  pre-paid 

medical  benefits  within  the  Medicaid  program  seemed  short-lived. 

Dr.  Fox  specifically  reviewed  innovations  in  claims  processing  and 
provider  relations  developed  as  a  result  of  risk-sharing  in  administer- 
ing Medicaid  program. 
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SYSTEM  EVALUATION  AND  PLANNING 

(Slides)  #1 

Slides  One  of  the  most  important  aspects  of  managing  a  State's 

erroneous  payment  controls  is  the  process  by  which  decisions 
are  made  to  modify  the  control  system. 

— How  does  the  manager  of  claims  processing  decide  when  to 
establish  a  new  claim  edit  or  to  eliminate  an  existing 
control? 

— On  what  basis  does  he  tighten  or  relax  the  criteria  for 

suspending  certain  claim  situations  for  intensive  review?  and 

— When  should  he  feel  satisfied  that  an  existing  control 
is  well  designed  and  operating  efficiently? 

In  studying  the  erroneous  payment  controls  of  some  14  State 
Medicaid  programs,  Control  Analysis  Corporation  found  that  all 
too  often  these  types  of  decisions  are  made  for  the  wrong  reasons 
or  made  without  full  knowledge  of  their  impact  on  the  level  of 
erroneous  payments. 

#2 

Evaluation  and  planning  of  this  sort  should  always  involve 
two  key  considerations.     The  first  of  these  is  the  cost  incurred 
in  implementing  and  operating  the  particular  control.  This 
calculation  should  include  both  personnel  and  computer  costs  and, 
although  difficult  to  quantify,  at  least  an  awareness  of  any  less 
tangible  costs,  such  as  an  increase  in  average  processing  time. 
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Many  States  do  examine  the  costs  of  modifying  their  control 
systems:     some  perform  detailed  cost  analyses,  especially  when 
the  system  is  large  or  highly  automated.     But  few  go  on  to 
examine  the  second  key  consideration  in  the  decision  process: 
The  program  dollar  savings  realized  from  operating  the  control. 
This  calculation  should  include  a  sampling  estimate  of  the 
dollar  value  of  erroneous  payments  at  which  the  control  is 
aimed.     In  addition,  an  awareness  of  its  value  as  a  deterrent 
to  erroneous  billing  should  be  kept  in  mind.     Having  collected 
this  data,  the  manager  can  then  make  a  quantitative  comparison 
of  the  costs  and  benefits  and  utilize  this  information  in  making 
his  decision.     Even  in  those  cases  where  a  specific  control 
decision  is  not  anticipated,  there  is  still  a  need  for  informa- 
tion indicating  the  extent  of  erroneous  payments  in  areas  in 
which  a  State  knowingly  lacks  control  (for  example,  in  those 
situations  where  the  costs  of  control  currently  outweigh  the 
potential  savings).     Such  information  is  crucial  for  monitoring 
any  problem  areas  over  time. 

#3 

The  control  of  erroneous  payments  is  a  dynamic  process  

the  environment  in  which  the  control  system  operates  is  continually 
changing.    Not  only  do  regulations  change,  as  program  changes  are 
made,  but  learning  takes  place  among  providers  and  recipients  that 

often  requires  changes  in  the  emphasis  of  controls.     This  learning 
has  a  positive  aspect  as  it  is  the  basis  of  the  deterrent  effect 
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whereby  erroneous  claims  are  not  submitted.     On  the  other  hand, 
erroneous  claims  may  increase  over  time  in  those  areas  where 
controls  are  absent  or  weak.     In  addition,  processing  costs, 
salary  levels  and  patterns  of  medical  care  are  all  changing  over 
time.     For  these  reasons,  an  effective  control  system  must  have 
built-in  methods  of  monitoring  these  changes  and  reacting  to 
them  to  correct  deficiencies. 

By  using  such  methods  as  sampling  paid  claims,  a  State  can 
monitor  the  level  of  erroneous  payments  and  periodically 
re-evaluate  the  cost  effectiveness  of  improved  controls. 

For  example,   suppose  the  manager  of  claims  processing  has 
instituted  an  edit  which  suspends  for  investigation  all  those 
hospital  claims  over  $200  with  potential  accident  liability.  This 
type  of  edit  might  look  for  traumatic  diagnosis  codes  which  are 
usually  associated  with  accidents. 

(Slide  #4  was  shown) .. .which  depicts  the  cost-benefit  relation- 
ships in  this  situation.     According  to  the  scales,  the  program 
dollars  saved  through  third  party  recoveries  at  the  $200  review 
limit  clearly  outweigh    the  total  costs  of  editing  the  claims  and 
conducting  the  investigations.     So  this  existing  control  is 
certainly  cost-effective  at  the  $200  limit. 

For  those  specialized  edits  which  detect  only  erroneous 
claims,  this  kind  of  analysis  is  sufficient  to  determine  whether 
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that  control  should  be  exercised  or  not.     However,  in  this 
example,  there  are  further  design  questions  to  consider.  For 
instance,  how  can  we  be  sure  that  a  tighter,  more  restrictive 
control  would  not  be  even  more  cost-effective? 

This  next  slide  proposes  such  a  control  by  lowering  the  current 
review  limit  from  $200  to  $150,  thereby  suspending  additional 
claims  for  investigation.     To  evaluate  the  cost-effectiveness  of 
this  proposal,  we  must  compare  the  marginal  increase  in  costs 
with  the  marginal  increase  in  benefits — we  compare  the  estimated 
increase  in  costs  due  to  reviewing  the  additional  number  of 
accident  claims  in  the  $150-200  range  with  the  estimated  increase 
in  recoveries,  based  on  a  sampling  and  investigation  of  paid 
claims  which  have  the  appropriate  diagnosis  codes  and  which  fall 
in  the  $150-200  range. 

In  this  case,  the  increase  in  costs  appear  to  be  greater  than 
the  increase  in  benefits  —  in  other  words,  we  lose  more  than  we 
gain  by  implementing  this  more  restrictive  control.     However,  at 
some  point  in  time,  as  conditions  change,  the  results  of  such  an 
analysis  might  be  in  favor  of  a  lower  limit  and  justify  the 
increased  resources  necessary  to  handle  the  increased  workload. 

Now  let's  look  at  this  situation  in  reverse.     It  is  possible 
that  in  some  cases  the  relaxation  of  a  given  control  could  be 
justified.     This  could  then  free  resources  to  be  applied  to  more 
critical  areas. 
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#6      In  our  accident  liability  example,  let's  propose  a  relaxed 
control  by  raising  the  review  cutoff  from  $200  to  $250.  To 
evaluate  the  cost-effectiveness  of  this  proposal,  we  must 
compare  the  the  marginal  decrease  in  costs  with  the  marginal 
decrease  in  benefits — we  compare  the  estimated  decrease  in 
review  costs  with  eliminating  accident  claims  in  the  $200-250 
range  with  the  estimated  decrease  in  recoveries.    The  latter 
is  just  the  current  return  rate  on  claims  in  that  range.  The 
decrease  in  costs  appear  to  be  less  than  the  decrease  in  benefits. 
So,  again,  we  lose  more  than  we  gain  by  implementing  this  less 
restrictive  control.     Our  current  $200  review  limit  seems  to  be  a 
fairly  optimal  cutoff  point. 

A  word  of  caution  is  appropriate  regarding  the  elimination  of 
existing  controls  even  when  current  costs  outweigh  benefits.  The 
small  apparent  return  in  some  areas  may  be  a  result  of  the 
deterrence  of  the  existing  control.     Unfortunately,  the  deterrent 
value  of  a  control  is  usually  difficult  to  reflect  in  a  quantita- 
tive cost-benefit  analysis.     Therefore,  the  relaxation  or  elimina- 
tion of  an  existing  control  should  always  be  accompanied  by 
periodic  sampling  of  paid  claims  to  monitor  any  changes  in 
provider  billing  practices. 

In  every  claims  processing  system  there  are  some  areas  of 
erroneous  payments  in  which  controls  are  lacking  or  incomplete. 
The  absence  of  controls  in  a  given  area  should  not  by  itself  be 
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considered  a  system  deficiency  since  it  may  not  be  cost- 
effective  to  implement  controls  in  every  area.     (Slide  #7)  But 
what  can  be  considered  a  deficiency  is  a  State's  lack  of  aware- 
ness of  the  control  "gaps",  of  their  seriousness  (in  terms  of 
erroneous  payments  made),  or  of  the  cost-effectiveness  of 
implementing  improved  controls.     In  many  States,   there  is  a 
complete  absence  of  the  evaluation  and  planning  activities  which 
provide  this  awareness.     If  management  personnel  are  aware  of 
control  gaps,  they  often  have  made  no  attempt  to  estimate  the 
magnitude  of  erroneous  payments  resulting  from  such  gaps.  In 
other  cases,  conscious  decisions  have  been  made  not  to  imple-- 
ment  improved  controls  or  to  relax  existing  controls,  and  such 
decisions  have  been  made  without  a  quantitative  consideration  of 
the  potential  program  dollars  which  could  be  saved. 

It  is  not  being  suggested  here  that  States  implement  an 
extensive  analytical  capability,  but  rather  that  some  quantita- 
tive analyses  be  carried  out  at  an  appropriate  level  considering 
program  size  and  based  on  common  sense.     Such  analyses  could  be 
viewed  as  extensions  of  a  claims  processing  quality  assurance 
program.     A  good  part  of  the  quantitative  data  could  be  provided 
through  routine  QA  functions  such  as  the  sampling  and  analysis 
of  paid  and  suspended  claims.     Additional  data  could  be  obtained 
be  ensuring  that  computer  error  listings  and  exception  reports 
include  the  dollar  value  of  erroneous  claims  detected  by 
particular  edits.     With  this  kind  of  information  feedback,  the 
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claims  manager  can  accurately  monitor  the  status  of  his  control 
system  and  develop  a  sound  basis  for  decisions  to  modify  that 
system. 

****** 
CONTROL  SYSTEM 
EVALUATING  AND  PLANNING 

How  do  you  make  decisions  to  ... 

establish  a  new  edit? 
eliminate  an  existing  control? 
tighten  edit  criteria? 
relax  edit  criteria? 
maintain  status  quo? 

■k  -k  k  -k  -k 

COST-EFFECTIVENESS 


COSTS  BENEFITS 

Personnel  $  .     Erroneous  payments 

prevented  (program  $ 
saved) 

Computer  $ 

Deterrent  Value? 

Intangibles? 


$  COSTS 


$  BENEFITS 
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CONTROL  SYSTEM  ENVIRONMENT 


changing  regulations 

learning  by  providers/recipients  (positive  and  negative) 
changing  costs,  patterns  of  care 


monitoring  of  erroneous  payments  (claim  sampling) 
periodic  reevaluation  of  cost-effectiveness  of  controls 
EXAMPLE :     Claims  with  Potential  Accident  Liability 

Current  Control  =  $200  cutoffifor  review 
COSTS 

Cost  to  review  accident 
claims  over  $200 


...  REQUIRES  CONTINUAL  ... 


BENEFITS 


Program  $  recovered  from 
3rd  parties 


COSTS  LESS  THAN  BENEFITS 


Proposed  Tighter  Control  -  $150  cutoff 


INCREASE  IN  COSTS 


INCREASE  IN  BENEFITS 


. . .  to  review  additional 
claims  in  the  $150-200  range 


claims  in  the  $150-200  range 


. . .  from  more  recoveries  on 


INCREASE  IN  COSTS  GREATER  THAN  INCREASE  IN  BENEFITS 
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Proposed  Relaxed  Control  =  $250  cutoff 


DECREASE  IN  COSTS 

...  from  no  review  of  claims 
in  the  $200-250  range 


DECREASE  IN  BENEFITS 

. . .  from  fewer  recoveries  on 
claims  in  the  $200-250  range 


DECREASE  IN  COSTS  LESS  THAN  DECREASE  IN  BENEFITS 


COMMON  CONTROL  SYSTEM  DEFICIENCIES 


Lack  of  awareness  ... 


control  gaps 


their  seriousness 


cost-effectiveness  of  improved  controls 
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Erroneous  Payments  Conference 

February  24,  1977 
01:00  -  03:00  P.M. 

PANEL:     DATA  ERRORS  AND  SYSTEMS  PROBLEMS 

Speaker:     Robert  C.  Bonhag,  D.M.D,M. H.A. 

Director,  Bureau  of  Medical  Assistance 
State  of  Michigan 

Dr.  Bonhag  distributed  a  Briefing  Outline  related  to  Editing 

For  Incorrect  and  Incomplete  Claims.     Subject  matter  included: 

Problems  in  Medical  Claims  Processing 

—  Billing  Clerk  Key  to  Success 

Wide  disparity  between  fiscal  agents  data  requirements 
Forms,  Procedures,  Codes,  Medical  Terminology 
High  turnover  rate  in  Medical  billing  clerk  area 

—  Additional  Responsibilities 

Schedule  Patients 
Accounts/Receivable  functions 
Receptionist  activities 

•  —  Tedious,  repetitive  task  with  complex  forms  yield  high 
error  rates 

Handout  materials  with  exhibits  described  Michigan's  solution 
to  Billing  Clerk  problems  -  included  common  procedure  coding 
and    ommon  practioner  invoice.     (Seven  exhibits) 

Manual  editing  -  minimal  time  spent  and  not  to  be  confused 
with  lengthy  process  - 

OCR  Scanning  Edit 

Medicaid  Tape-to-Tape  billing 

Claims  processing  system  overview 

Pended  claim  error  statistics 

Remittance  Advice  reporting  on  errors  to  Providers;  Provider 
manual  error  explanation;  and  Provider  error  frequency  report. 


Erroneous  Payments  Conference 

February  24,  1977 

1:00  -  3:00  P.M.  (continued) 

Speaker:     Steve  Jorgenson 

Department  of  Public  Welfare 
St.  Paul,  Minnesota 

Mr.  Jorgenson  discussed  the  process  of  optical  scanning  describ- 
ing the  benefits  as  well  as  the  disadvantages  in  using  this  system  of 
data  entering  and  retrieval.     The  discussion  identifed  the  use  of  OCR, 
OCR  type  and  read,  and  OCR  direct  read,  and  demonstrated  the  respective 
break-even  points  in  order  for  them  to  be  cost  effective.     A  major 
disadvantage  to  this  sytem  was  identified  as  being  the  problem  of 
guaranteeing  the  universal  use  of  the  OCR  type  in  order  to  be  compat- 
ible with  this  system. 

•k  -k  k  k  k 

Speaker :     John  Day,  Ph.D. 
CAC 

Dr.  Day  briefly  presented  the  interface  of  claims  processing  with 
cost  reimbursement  and  the  importance  of  recording  length-of-stay  in 
hospitals  and  nursing  homes. 
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Fiscal 

February  24,  1977 
10:15  A.M.   -  12:00  P.M. 

FISCAL  AGENTS'  WORKSHOP 

This  Workshop  was  largely  attended  by  those  State  personnel 
representing  programs  administered  by  fiscal  intermediaries.  The 
South  Carolina  representative  opened  the  remarks  on  the  Workshop  by 
indicating  his  concern  for  problems  regarding  the  timely  implementation 
of  program  changes  by  the  fiscal  intermediary.     It  was  noted  that  in 
many  instances  program  changes  or  ammendments  initiated  by  the  State 
agencies  were  slow  to  be  acted  upon  by  the  fiscal  intermediary 
responsible  for  program  operation.     The  question  was  also  raised  as 
to  whether  the  fiscal  intermediary  has  a  fiduciary  relationship  with 
the  States  they  administered.     The  responses  to  this  question  were 
fairly  evenly  divided  among  the  Workshop  participants.     Most  States 
agreed  that  the  responsibilities  for  claims  processing  and  claims 
payment  were  that  of  the  fiscal  intermediary  but  that  the  States 
should  retain  all  decision  making  roles  and  public  relations  responsi- 
bility. 

Most  States  indicated  that  in  dealing  with  the  problem  of  FI 
communication  with  the  State  agency  various  forms  of  joint  committees 
are  being  used  to  facilitate  communications  between  the  State  Medicaid 
agency  and  the  fiscal  intermediary.     In  a  State  such  as  California, 
where  three  fiscal  intermediaries  operate  within  the  Title  XIX  program, 
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the  adoption  of  a  MIO  (Medicaid  Intermediary  Organization)  has  con- 
tributed greatly  to  the  facilitation  and  transfer  of  necessary  program 
information  and  policies  between  the  fiscal  intermediary  and  the  State 
agency. 

It  was  suggested  by  the  Workshop  participants  that  a  possible  role 
IMM  might  play  in  closing  the  gap  between  the  fiscal  intermediary  and 
the  State  agency  would  be  to  assist  in  the  identification  of  performance 
standards  that  realistically  reflect  the  expectations  of  both  the  State 
agency  and  the  fiscal  intermediary.     It  would  be  valuable  if  these 
performance  standards  were  based  on  previous  positive  experiences  States 
have  had  in  dealing  with  fiscal  intermediaries  in  the  Title  XIX  program. 
Paramount  to  the  success  of  a  relationship  between  the  fiscal  inter- 
mediary and  the  State  agency  is  the  development  of  a  satisfactory 
contractual  relationship  spelling  out  specifically  the  responsibilities 
of  each  to  the  program's  administration.     The  more  responsive  the 
contractual  agreement  between  these  two  bodies  is,  the  greater  the 
likelihood  of  a  satisfactory  and  smooth  running  program  administration. 
To  accomplish  this  improved  contract  design,  States  participating  in 
this  Workshop  indicated  a  desire  to  obtain  more  information  documenting 
exemplary  practices  of  those  States  which  have  developed  a  good  working 
relationship  with  their  FI.     It  was  pointed  out  by  an  HEW  representative 
that  many  of  the  problems  existing  between  the  FI  and  State  agencies 
originate  in  the  initial  wording  of  the  RFP. 
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Several  fiscal  intermediaries  present  during  this  Workshop 
session  indicated  that  those  States  issuing  RFPs  did  not  accurately 
represent  their  administrative  needs,  and,  therefore,  generally- 
experienced  considerable  difficulty  in  coordinating  their  efforts 
with  the  FI.     It  was  noted  by  one  FI  representative  that  many  States, 
in  reviewing  RFPs,   looked  to  the  lowest  submitted  bid  as  the  only 
criteria  for  awarding  an  administrative  contract.     Although  this  is 
in  compliance  with  some  State  legislative  regulations,   it  generally 
is  not  sufficient  criteria  for  determination  of  administrative  capa- 
bility. 

It  was  suggested  that  the  use  of  two  or  more  fiscal  intermedi- 
aries within  one  State  program  might  provide  for  an  atmosphere  for 
competition  among  the  fiscal  intermediaries  thus  improving  their 
responsiveness  to  State  administrative  concerns.    The  State  of 
New  Jersey  suggested  that  this,   in  fact,  was  the  case  in  their  State 
and  that  they  were  enjoying  a  good  and  productive  relationship  with 
their  fiscal  intermediaries.     It  was,  however,   suggested  by  other 
States  that  the  use  of  two  or  more  fical  intermediaries  within  one 
Title  XIX  program  might  be  fragmentary  and  provide  for  an  awkward 
program  administration. 
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Eligibility  Panel 

February  23,  1977 
3:15  -  4:15  P.M. 

Speaker:     C.  F.  McDermott 

Eligibility:     A  Total  Picture 

Mr.  McDermott  went  into  considerable  detail  reviewing  the 

specific  eligibility  forms  used  by  the  State  of  Oklahoma  in  deter- 

ming  updating  information.     He  indicated  that  within  the  State  of 

Oklahoma  there  were  no  problems  concerning  the  confidentiality  or 

privacy  laws  and  that  they  obtained  justifiable  reasons  for  securing 

eligibility  data  with  no  questions  being  imposed  externally  to  this 

procedure.     Data  being  captured  on  Medicaid  recipients  included 

those  relating  to  demographic  financial  information  on  both  adults 

and  children  eligible  for  Medicaid  assistance.     The  Oklahoma  program, 

including  some  700,000  eligible  recipients,  utilizes  a  teleprocessing 

network  which  accesses  eligibility  information  by  the  county  agencies 

and  also  is  used  to  initiate  a  phonetic  search  for  information  on  any 

prior  services  extended  to  the  Medicaid  recipient.     Those  data 

elements  used  in  the  Oklahoma  program  were  identified  in  a  handout 

provided  by  Mr.  McDermott  and  discussed  in  detail  during  his 

presentation. 

*      *  * 

Speaker:     Joseph  Raboin 

Interfacting  Eligibility  With  A  Facility  Manager 
Mr.  Raboin,  representing  the  State  of  Washington,  indicated  in 
his  opening  remarks  that  they  had  developed  a  successful  and  smooth 
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running  relationship  with  the  fiscal  intermediary  responsible  for 
claims  processing  in  their  program.     The  eligibility  procedure  out- 
lined by  Mr.  Raboin  included  the  determination  of  eligibility  by 
the  State  as  well  as  an  initial  preaudit  of  claims  received  prior  to 
being  forwarded  to  the  fiscal  intermediary  using  a  satellite  tele- 
processing system  to  a  regional  computer  claims  processing  center. 
An  advantage  of  this  system  is  that  the  fiscal  intermediary  remains 
transparent  to  the  people  of  the  State  of  Washington.     Two  areas  of 
interface  were  identified  by  Mr.  Raboin.     The  first  of  which  was  the 
general  master  file  which  contained  a  record  of  all  MMIS  State  items 
of  every  eligible  recipient  in  the  Medicaid  program  since  1973.  The 
second  was  an  update  of  the  file  which  involves  a  daily  process  by 
which  local  offices  gather  information  and  record  all  case  changes 
on  forms  and  forward  them  to  Olympia  which  then  generates  a  turn- 
around document  and  MMIS  record  change  for  each  case. 

*      *      *  * 

Speaker :     A.  J.  Watson 

Label  I.D.  Cards  As  A  Proof  Of  Eligibility  And  Utilization  Control 
Mr.  Watson,  representing  the  Medi-Cal  program,  opened  his  remarks 
by  identifying  the  magnitude  of  the  California  Medi-Cal  program.  He 
identified  2.6  million  eligibles  using  the  program  on  a  monthly  basis 
generating  an  excess  of  3  million  claims.     With  a  program  of  this 
magnitude,  there  existed  a  need  to  develop  a  system  of  provider  identi- 
fication of  eligible  recipients  prior  to  the  delivery  of  medical  or 
pharmaceutical  benefits.     This  can  be  accomplished  by  the  generation  of 
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an  eligibility  I.D.  card  based  on  determinations  on  a  county  by 
county  basis  and  issued  to  recipients  on  a  monthly  basis.  To 
provide  proof  of  eligibility  when  requesting  provider  services,  a 
card  consisting  of  eight  detachable  labels.     Each  label  contains 
identification  information  that  can  be  affixed  to  the  respective 
claim  form  so  that  when  received  by  the  Claims  Processing  Department 
a  verification  of  recipient  eligibility  can  be  made  quickly  by 
identifying  the  presence  of  the  I.D.  sticker  on  the  claim  form.  This 
system  eliminates  the  need  for  the  provider  to  communicate  with  the 
Medicaid  agency  to  determine  the  eligibility  status  of  the  recipient 
and  thus  provide  a  guarantee  to  the  provider  that  services  being 
rendered  to  an  individual  in  possession  of  a  current  monthly  Medicaid 
I.D.  card  will  be,  in  fact ,• provided  to  a  bona  fide  eligible  Medi-Cal 
recipient.     In  addition,  Mr.  Watson  identified  that  the  use  of  the 
Medicaid  label  I.D.  card  avoids  problems  of  confidentiality,  in  that 
the  I.D.  card  is  mailed  to  the  recipient  and  the  choice  of  presenting 
the  I.D.  card  identifying  the  recipient's  eligibility  is  totally  with- 
in the  control  of  the  recipient.     One  of  the  disadvantages  of  this 
program  of  eligibility  identification  is  that  the  beneficiary  must 
assume  a  responsible  role  in  the  handling  of  these  I.D.  cards.  The 
mishandling  or  loss  of  these  cards  can  result  in  delays  in  claims 
processing,  repetition  of  Medicaid  I.D.  card  generation  and,  in  some 
case,  denial  of  payments  when  duplicate  cards  have  been  issued. 
Secondly,  the  cost  of  providing  such  a  label  I.D.  card  system  includes 
the  data  processing  expense  of  producing  these  cards.     For  the 
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California  program  cost  for  label  I.D.  cards  runs  in  the  area  of 
approximately  5  million  dollars  (approximately  2£  per  card).  In 
addition  to  the  cost  of  generating  the  I.D.  cards,  these 
instruments  must  be  mailed  by  first  class  mail.     The  additional 
cost  of  placing  cards  into  envelopes  must  also  be  included  in  eval- 
uating the  cost-benefit  ration  in  using  this  form  of  eligibility 
control . 


OKLAHOMA  ELIGIBILITY 
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X 

X 

X 

X 

X 

X 

X 

X 

x 

X 

X 
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Uo-L-C  •  £.1-11 

PA  GRANT 

FOOD  STAMPS 

MEDICAL  ASSISTANCE 

NURSING  HOME  CARE 

TE  CLIENT  CHECKS 

WRITE  MED.  PROVIDER  CHECKS 

CASELOAD  MGMT/SUPERVISION 

STAFF  PERFORMANCE  EVAL. 

STATISTICAL  REPTS. 

FED.  REPORTING  REQMTS. 

DATA  EXQiANGE  (SSA) 

DATA  EXCHANGE  -  OTHER  AGENCIES 

PROVISIONS  OF  SOCIAL  SERVICES 

SYSTEM  CONTROL 
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i 

1 

c, 

OI 
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s  \ 

c? 

DATA  ELEMENT 

EL 
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LE 

wri1: 

ADULT  FEMALE 

EXPENSES  AND  EXEMPTIONS  (CONT.) 

Exemptions  Earned 

X 

X 

Diverted 

X 

X 

X 

1 

INCOME  - 

 1 

i 

Earned 

X 

X 

X 

X 

X 

X 

| 

OASDI 

X 

X 

X 

X 

X 

— 1 

Veterans  Administration 

X 

X 

X 

X 

! 

Pension 

X 

X 

X 

X 

i 

Indian  Benefits 

X 

X 

X 

X 

— i 

Contributed 

X 

X 

X 

X 

Title  #  of  Benefits 

X 

X 

X 

X 

Benefits  Amount 

X 

X 

X 

X 

Other  Income 

X 

X 

X 

X 

 i 

| 

SSI  Income 

X 

X 

X 

X 

TOTAL  NET  INCOME 

X 

X 

X 

X 
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LIVING  ARRANGEMENTS  - 
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Roan  and  Board 

X 

X 

X 

X 

Nursing  Care 

X 

X 

X 

X 

X 

Extended  Care 

X 

X 

X 

X 

X 
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X 

X 

X 
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PA  GRANT 

FOOD  STAMPS 

MEDICAL  ASSISTANCE 

NURSING  HOME  CARE 

CTE  CLIENT  CHECKS 

WRITE  MED.  PROVIDER  CHECKS 

H 

S 
| 

STAFF  PERFORMANCE  EVAL. 

STATISTICAL  REPTS. 

FED.  REPORTING  REQMTS. 

I 

fa 

1 

1 

DATA  EXCHANGE  -  OTHER  AGENCIES 

PROVISIONS  OF  SOCIAL  SERVICES 

i 
i 

w 

CHILD  SUPPORT  -  IV-D 

DATA  ELEMENT 

ELIGIBLE 

x! 

Name 

X 

X 

x 

x 

X 

X 

Sex 

X 

X 

1 

Race 

X 

X 

Birtbdate 

X 

X 

X 

X 

X 

X 

X 

 1 

i 
1 

Social  Security  Account  Number 

X 

X 

X 

X 

X 

X 

County  of  Service 

X 

Education  Level 

X 

X 

i 
t 

Living  Arrangement 

X 

X 

X 

X 

X 

Type  Custody 

X 

Facility  Number 

X 

Date  Placed 

X 

Date  Removed 

X 

Economic  Status 

X 

X 

Relation  to  Payee 

X 

X 

X 

X 

X 

Deprivation  Factor 

X 

X 

X 

Reason  Removed 

X 

X 

Added  or  Removed  Indicator 

X 

X 

X 

Added  or  Removed  Date 

X 

X 

X 

X 

Social  Security  Claim  Number 

X 

X 

Marital  Status 

X 

X 

Former  Mental? 

X 

! 
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PA  GRANT 

FOOD  STAMPS 

MEDICAL  ASSISTANCE 

NURSING  HOME  CARE 

[TE  CLIENT  CHECKS 

WRITE  MED.  PROVIDER  CHECKS 

H 

co 

STAFF  PERFORMANCE  EVAL. 



STATISTICAL  REPTS. 

FED.  REPORTING  REQMTS. 

DATA  EXCHANGE  (SSA) 

DATA  EXCHANGE  -  OTIIER  AGENCIES 

PROVISIONS  OF  SOCIAL  SERVICES 

SYSTEM  CONTROL 

CHILD  SUPPORT  -  IV-D 

DATA  ELEMENT 

ELIGIBLE 

1 

Assignment 

X 

1 
| 

X  ! 

Child  Support 

X 

X 

Child  Status 

X 

X 

Parent  Status 

X 

X  1 

Father's  Indicator 

1 

Divorce  Date 

x  1 

Extra  Address  Line-Absent  Parent 

— i 

x  1 

Street  Address-Absent  Parent 

i  

 1 

X 

City  and  State-Absent  Parent 

X 

Zip  Code-Absent  Parent 

X 

Divorce  City  -  State 

X 

Year  -  Month  -  12  Months  Status 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Year  -  Month  -  12  Months  Med.  Ref . 

X 

X 

Court  Ordered  Amount 



X 

Current  Support  Payment 

X 

URESA  Code 

X 

Current  Month  Poundage 

X 

Total  Arrearage 

X 

Disbursement  Code 

X 

Collection  Indicator 

X 

Previous  Month  Payment 

X 

Designated  Child 

X 

INSTITUTE  FOR  MEDICAID  MANAGEMENT 
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ERRONEOUS  PAYMENTS  CONFERENCE 
PARTICIPANT  LIST 


ALABAMA 

Alan  Soderquist 
Medical  Review  Manager 
BDS  Federal  Corporation 
503  East  Boulevard 
Montgomery,  Alabama  36106 

ARIZONA 

Joseph  Anderson 
Project  Manager 
The  Computer  Company 
2810  S.  24th  Street 
Phoenix,  Arizona 

CALIFORNIA 

James  Bell 

Staff  Services  Manager 
California  State  Department 

of  Health 
714  "P"  Street 

Sacramento,  California  95814 

William  Cathcart 
Director 

Blue  Shield  of  California 
100  Northpoint 

San  Francisco,  California  94183 
Walter  Cathey 

Vice  President,  Government  Dev. 
Health  Application  Systems 
1633  Bay shore  Highway 
Burlingame,  California  90401 

Michael  Crane 

Vice  President 

Control  Analysis  Corporation 

800  Welch  Road 

Palo  Alto,  California  94304 


John  D.  A.  Day,  Ph.D. 
Senior  Analyst 

Control  Analysis  Corporation 
800  Welch  Road 

Palo  Calto,  California  94304 

D.  Jerome  Hansen 
Chief,  Recovery  Bureau 
California  Department  of 

Benefit  Payments 
744  "P"  Street  MS  19-03 
Sacramento,  California  95814 

Robert  P.  Hinton 
Government  Program  Analyst 
California  State  Department 

of  Health 
1507  21st  Street 
Sacramento,  California  95814 

Al  Huerta 

Financial  Program  Manager 

SRS  Region  IX 

50  United  Nations  Place 

San  Francisco,  California  94102 

Martin  J.  Jinks,  Pharm.D. 
Clinical  Consultant 
Health  Applications  Systems 
1633  Old  Bayshore  Highway 
Burlingame,  California  94404 

Walter  Kaplan 

Medical  Services  Representative 

Region  IX  HEW/SRS 

50  United  Nations  Plaza 

San  Francisco,  California  94102 

Nelda  McCall 

Senior  Analyst 

Control  Analyst  Corporation 

800  Welch  Road 

Palo  Alto,  California  94304 
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PARTICIPANT  LIST 


Susan  McDaid 
MIO  EDP  Manager 

Medi-Cal  Intermediary  Operations 
100  North  Point 

San  Francisco,  California  94133 

Laura  Mont-Eton 

California  State  Department 

of  Health 
714  "P"  Street 

Sacramento,  California  95814 

Paul  Nawrocki 
Senior  Analyst 

Control  Analysis  Corporation 

800  Welch  Road 

Palo  Alto,   California  94304 

Robert  Nelson 

Financial  Analyst 

DHEW/SRS/DMS 

50  United  Nations  Plaza 

San  Francisco,  California  94102 

Dee  Olson 

MIO  Project  Manager 
MIO  Blue  Cross  North 
1950  Franklin  Street 
Oakland,  California  94304 

David  Snyder 
Analyst 

Control  Analysis  Corporation 

800  Welch  Road 

Palo  Alto,   California  94304 

Emmanuel  Uren 
Consultant 

Control  Analysis  Corporation 

800  Welch  Road 

Palo  Alto,  California  94304 

A.  J.  Watson 

Eligibility  Program  Unit 

Manager 
Medi-Cal  Division 
California  Department  of  Health 
714  "P"  Street 

Sacramento,  California  95834 


Claire  White 
Program  Analyst 

California  Department  of  Health 
714  "P"  Street 

Sacramento,  California  95814 

Virgil  Werner 

Vice  President 

Health  Applications  Systems 

1633  Bays ho re  Highway 

Burlingame,  California  94010 

Edward  Willis 

Governmental  Program  Analyst 
Department  of  Health 
1025  "P"  Street 
Sacramento,  California 

COLORADO 

Charles  Bright 

Medical  Program  Specialist 

DHEW/SRS/MSA/  Region  VIII 

Room  11037  Federal  Office  Building 

Denver,  Colorado  80202 

CONNECTICUT 

Lillian  Frew 

Director,  Fiscal  Services 
Connecticut  State  Department 

of  Social  Services 
110  Bartholomew  Avenue 
Hartford,  Connecticut  06096 

DELAWARE 

John  Cirignano 

Director,  Advanced  Systems  Plannin 
BC/BS  of  Delaware 
201  West  14th  Street 
Wilmington,  Delaware  19899 

Harriet  Duff 

Manager,  Research  &  Statistical 
Section 

Department  of  Health  &  Social 

Services 
Wilmington,  Delaware  19803 
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DISTRICT  OF  COLUMBIA 
Jack  Buck 

Chief,  State  Survey  Branch 
D  HEW/HCF A/MS  A/DPM 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 

Stephan  E.  Chertoff 
Assistant  Director 
Government  Relations 
National  Association  of 

Blue  Shield  Plans 
17  30  Pennsylvania  Avenue,  N.W. 
Washington,  D.C.  20006 

Philip  Cogan 

Chief,  Policy,  Planning  and 

Coordination  Branch 
D  HEW/ HCF A/MS  A/DF AC 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 

Joy  Copeland 
Program  Analyst 
D  HEW/ HCFA/MS  A/DF AC 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 

William  Hickman 

Acting  Director,  Division  of 

Program  Planning  &  Evaluation 
D HEW/HCF A/MS A 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 

Robert  Kugelman 
Progam  Analyst 
D  HEW/ HC  FA/MS  A/DPP E 
330  "C"  Street,  S.W. 
Washington,  D.C.  "20201 

Thomas  Laughlin,  Jr. 
Associate  Commissioner 
Program  Coordination 
DHEW/HCFA/MSA  -  4094  MES 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 
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Lawrence  Levins on 

Director,  Division  of  Program 

Monitoring 
DHEW/HCFA/MSA  -  4628  MES 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 

Richard  Pecorella 
Program  Analyst 
D  HEW/HCFA/MS A/DPM 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 

Arthur  Pergam 

Acting  Chief,  Utilization  and 

Management  Branch 
HEW/HCF  A/MSA 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 

Adrienne  Radulovic 
Program  Analyst 
DHEW/HCFA/MS A/DPM 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 

Dennis  E.  Stump,  Jr.  . 
Acting  Deputy  Director 
Division  of  Program  Monitoring 
DHEW/HCFA/MSA  -  4621  MES 
330  "C"  Street,  S.W. 
Washington,  D.C.  20201 

FLORIDA 

James  Morrison 
Medicaid  Director 
State  Department  MRS 
1311  Winewood  Boulevard 
Tallahassee,  Florida  32301 

GEORGIA 

Robert  Dorn 

Director,  Claims  Processing  and 

Paymment  Unit 
Bureau  of  Medical  Assistance  -  GA 
Post  Office  Bos  55006 
Atlanta,  Georgia  30308 
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Ronald  Niswander 
Supervisory  Medical  Services 

Specialist 
Medical  Services/SRS/DHEW 
50  70th  Street,  N.E.  Room  708 
Atlanta,  Geogia  30323 

HAWAII 

Robert  Hiam 

Vice  President,  Government  Programs 
Hawaii  Medical  Services  Association 
Post  Office  Box  860 
Honolulu,  Hawaii  96808 

IDAHO 

Orville  Merrell 

Chief,  Bureau  of  Medical  Assistance 
Idaho  Department  of  Health  &  Welfare 
State  House 
Boise,  Idaho  83720 

ILLINOIS 

Ronald  Benjamin 

Medical  Services  Program  Specialist 

D HEW/REG ION  V 

300  S.  Wacker  Drive 

Chicago,  Illinois  60606 

Edward  Houlihan 
Computer  Systems  Specialist 
DHEW/SRS/IS  -  REGION  V 
300  S.  Wacker  Drive 
Chicago,   Illinois  60606 

Irving  Perk in 
Consultant 

National  Association  of  Blue  Shield 
Plans 

211  E.  Chicago  Avenue 
Chicago,  Illinois  60611 

Fred  Sapetti 

Chief,  Bureau  of  Medical  Payments 
Department  of  Public  Aid 
931  E.  Washington  Drive 
Springfield,  Illinois  62762 


KANSAS 
James  Chan 

Manager,  Government  Programs 
Blue  Cross/Blue  Shield 
1133  Topeka 
Topeka,  Kansas  66601 

Bobette  Garretson 
Manager,  Government  Progams 
Internal  Audit  BC/BS  of  Kansas 
1133  Toteka  Boulevard 
Topeka,  Kansas  66601 

Bill  Wallace 
Systems  Analyst 

Blue  Cross/Blue  Shield  of  Kansas 
1133  Topeka  Boulevard 
Topeka,  Kansas  66601 

LOUISIANA 

Louis  Gibson 

Assistant  Administrator 

Louisiana  Medicaid 

State  of  Louisiana 

Post  Office  Box  44065 

Baton  Rouge,  Louisiana  70204 

Gordon  Simmons 

Health  Services  Disbursement  Officer 
Louisiana  Health  &  Human  Resources 
10343  Ridgely  Drive 
Baton  Rouge,  Louisiana  70809 

MICHIGAN 

Robert  C.  Bonhag,  D.M.D.,  M.H.A. 

Director 

Bureau  of  Medical  Assistance 
300  S.  Capitol  Avenue 
Lansing,  Michigan  48926 

MINNESOTA 

Thomas  Gaylord 

Director,  Surveillance  &  Utilization 
Review 

Minnesota  Medical  Assistance 
690  North  Robert  Street 
St.  Paul,  Minnesota  55175 
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Steve  Joregenson 

Systems  Analyst 

Department  of  Public  Welfare 

State  of  Minnesota 

690  North  Robert  Street 

St.  Paul,  Minnesota  55155 

Brad  Stoneking 

Director,  Invoice  Processing 
State  of  Minnesota 
690  North  Robert  Street 
St.  Paul,  Minnesota  55155 

MISSOURI 

Gene  Hyde 

Assistant  Regional  Commissioner 

for  Medical  Services 
DHEW/SRS /REGION  VII 
601  East  12th  Street 
Kansas  City,  Missouri  64106 

Joseph  Tilghman 
Medical  Service  Advisor 
DHEW/SRS /REG I ON  VII 
601  East  12th  Street 
Kansas  City,  Missouri  64106 

MONTANA 

William  Ikard 

Chief,  Medical  Assistance  Board 

Montana  SRS 

Post  Office  Box  4210 

Helena,  Montana  59601 

NEBRASKA 

Robert  E.  Driscoll 
SR  Systems  Analyst 
State  of  Nebraska 
Department  of  Public  Welfare 
301  Centennial  Mall  South 
Lincoln,  Nebraska  68509 

Maureen  Murray 

Health  Care  Representative 

Nebraska  Department  of  Public  Welfare 

301  Centennial  Mall  South  -  5th  Floor 

Lincoln,  Nebraska  68509 


NEVADA 

Jon  Banta 

Claims  Manager 

Nevada  Blue  Shield 

836  Morril  Avenue,  Nr.  5 

Reno,  Nevada  89512 

Melissa  Dyer 

Assistant  Chief,  Medical  Services 
Nevada  Medicaid 
Nevada  Welfare  Division 
Capitol  Complex  251  Jeanell 
Carson  City,  Nevada  89710 

NEW  JERSEY 

William  Corboy 
Coordinator,  Data  Processing 
State  of  New  Jersey 
324  East  State  Street 
Trenton,  New  Jersey  08530 

Jame  s  Long 
Director  of  Claims 
Prudential  (Fiscal  Agent) 
Post  Office  Box  471 
Millville,  New  Jersey  08332 

Joseph  J.  Piazza 
Assistant  Director 
New  Jersey  Division  of  Medical 
Assistance  &  Health  Services 
324  East  State  Street 
Trenton,  New  Jersey  08625 

Alan  Wheeler 
Assistant  Director 
Medical  Care  Administration 
New  Jersey  Division  of  Medical 
Assistance  &  Health  Services 
324  East  State  Street 
Trenton,  New  Jersey  08625 

NEW  YORK 

David  Hodgkins 

Principal  Social  Services 

Management  Specialist 
New  York  State  Department  of 

Social  Services 
40  North  Pearle 
Albany,  New  York  12243 
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Philip  Natcharian 
Chief,  Social  Services 

Management  Specialist 
State  of  New  York  Department 

of  Social  Services 
40  North  Pearle  Street 
Albany,  New  York  12243 


PENNSYLVANIA 
Art  Tsigas 

Medical  Services  Specialist 
DHEW/SRS/REG ION  III 
36th  and  Market  Streets 
Philadelphia,  Pennsylvania  19101 


OKLAHOMA 


SOUTH  CAROLINA 


Charles  F.  McDermott 
Comptroller 

Oklahoma  Department  of  Institutions 
Social  and  Rehabilitation  Services 
Post  Office  Box  25352 
Oklahoma  City,  Oklahoma  7  3118 

Howard  Stansberry 

Medical  Services  Assistant 

Oklahoma  DISRS 

Post  Office  Box  53034 

Oklahoma  City,  Oklahoma  73105 

Leonard  Steele 
Accountant 

Audits  and  Reimbursements 

Division  of  the  Comptrol  Office  DISR 

State  of  Oklahoma 

Oklahoma  City,  Oklahoma  7  3125 

Jack  R.  Stewart 
Medicare/Medicaid  Coordinator 
DISRS 

Post  Office  Box  25252 
Oklahoma  City,  Oklahoma  7  3125 

OREGON 

Malcolm  McMinn 
Manager,  Fiscal  Unit 
Public  Welfare  Division 
Department  of  Human  Resources 
400  Public  Services  Building 
Salem,  Oregon  97310 


Eugene  Rinaldi 

Chief,  Policy  &  Procedure 

Development 
Medical  Assistance  Division 
Department  of  Social  Service 
Post  Office  Box  1520 
Columbia,  South  Carolina 

TENNESSEE 

William  Lane 

Medicaid  Investigator 

Division  of  Medical  Assistance/ 

Medicaid 
Tennessee  Department  of  Public 

Health 
2918  Magnolia  Avenue 
Knoxville,  Tennessee  37914 

Charles  Yoakum 

Chief  of  Program  Implementation 
Division  of  Medical  Assistance/ 

Medicaid 
R.S.  Glass  State  Office  Building 
Ben  Allen  Road 
Nashville,  Tennessee  37216 

TEXAS 

Doris  Baker 
Nurse  III 

Texas  Department  of  Public  Welfar 
Congress  and  15th 
Austin,  Texas  78701 

Paul  Ehlert 
Programmer  Analyst 
Texas  DPW 
Exchange  Park 
Austin,  Texas  78744 
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Philip  Gates 

Deputy  Commissioner  Health  Planning 
Texas  Department  of  Public  Welfare 
John  H.  Reagan  Building 
Austin,  Texas  78701 

Terry  Grabow 
Management  Consultant 
State  Welfare  Department 
Mountain  Park  Plaza  II 
Austin,  Texas  78744 

Linda  Jenkins 

Assistant  Program  Manager 

Vendor  Drugs 

Department  of  Public  Welfare 
John  Winters  Building 
Austin,  Texas  78701 

M.  R.  Miller 

Program  Manager,  Purchased  Health 

State  of  Texas 

3707  Saddlestring  Trail 

Austin,  Texas  78749 


Jimmie  Mangus 

Medical  Director,  Division  of 

Medical  Care 
West  Virginia  State  Department 

of  Welfare 
1900  Washington  Street,  East 
Charleston,  West  Virginia  25305 

Jack  Tamp 1 in 

Director,  Division  of  Medical 

Processing 
West  Virginia  Department  of 

Welfare 
1900  Washington  Street,  East 
Charleston,  West  Virginia  25305 

WISCONSIN 

Jerry  Jensen 

Carrier  Liaison 

1  West  Wilson  Street 

Madison,  Wisconsin  53702 


VIRGINIA 


Dennis  Copeland 

Technical  Staff 

MITRE  Corporation 

1820  Dolley  Madison  Boulevard 

McLean,  Virginia  22101 

Richard  Hofheimer 
Deputy  Director 
Government  Advisory  Services 
The  Computer  Company 
1905  Governor  Street 
Richmond,  Virginia  23230 

WEST  VIRGINIA 


Helen  Condry 

Director,  Division  of  Medical  Care 
West  Virginia  State  Department  of 
Health 

1900  Washington  Street,  East 
Charleston,  West  Virginia  25305 
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PARTICIPANT  CRITIQUE 
of  the 

Erroneous  Payments  Conference 
San  Francisco,  California,  February  22-24 

Participants  in  the  MSA-sponsored  conference  on  erroneous  payments 
were  asked  to  evaluate  the  conference  and  offer  suggestions  for 
future  IMM  activities,  using  a  questionnaire  prepared  by  Pacific 
Consultants  and  distributed  on  the  second  day  of  the  conference. 
Approximately  one-third  (35)  of  the  participants  responded.  The 
purpose  of  this  memo  is  to  summarize  their  critiques.     The  full 
set  of  completed  critiques  is  available,  as  is  an  independent 
evaluation  prepared  by  a  professional  conference  consultant. 

1.  General  Assessment 

Most  (717o)  of  the  responding  participants  expressed  general  satis- 
faction with  the  conference  and  indicated  that  it  had  succeeded  in 
providing  a  forum  for  discussing  claims  processing  control  problems 
and  exchanging  information  among  interested  State  personnel,  fiscal 
agents,  and  Regional  and  national  HEW  staff.     At  the  same  time, 
however,  nearly  all  respondents  expressed  disappointment  with  the 
lack  of  information  about  pending  Federal  legislation,  policy  and 
guidelines . 

2.  Structure 

Respondents  indicated  a  clear  preference  for  more  workshops,  although 
most  felt  that  the  total  duration  of  the  conference  was  about  right. 
This  suggests  a  change  in  the  balance  between  workshops  and  panels, 
without  any  major  expansion  of  conference  time. 

Although  most  participants  thought  the  list  of  topics  covered  during 
the  conference  was  reasonably  complete,  nearly  one- third  noted 
omitted  topics  that  they  thought  important. 

3.  Best  Features 

When  asked  to  identify  what  they  liked  best  about  this  conference, 
participants  responded  with  a  variety  of  features.     The  most  typical 
responses  emphasized  the  variety  of  presentations  and  forums  and 
the  opportunity  to  interact  with  other  States.     The  exchange  of 
information,  among  States  and  with  Federal  officials,  is  clearly 
regarded  as  desirable. 

It  might  also  be  noted  that  the  location  of  the  conference  (San 
Francisco)  drew  praise  from  many  participants. 
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4.  Worst  Features 

When  asked  to  identify  the  worst  features  of  the  conference, 
participants  again  responded  with  a  variety  of  observations.  The 
most  common  complaints  related  to  the  compact  scheduling  of  the 
conference,  in  particular  the  lack  of  time  for  question  and  answer 
periods  or  extended  workshop  discussions.    At  the  same  time, 
several  participants  suggested  that  the  panel  presentations  were 
too  large. 

The  lack  of  information  provided  by  Federal  officials  was  again 
noted,  and  many  expressed  the  view  that  such  presentations  would 
be  critical  in  the  topic  areas  of  future  conferences. 

Considerable  dissatisfaction  with  the  conference  facilities 
themselves  was  expressed,  and  a  large  number  of  participants 
complained  about  the  poor  quality  and  low  visibility  of  visual  aids. 

5.  Future  Conferences 

Approximately  two-thirds  of  the  respondents  said  they  were  planning 
to  attend  the  other  MSA  conferences  -  scheduled  this  year;  many  others 
indicated  they  might  attend.     Participants  also  offered  numerous 
suggestions  for  additional  conferences,  topics,  and  speakers. 
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